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Ever hear of a “delicious” antacid? 


NEW TRISOGEL 


(Magnesium Trisilicate and Colloidal Aluminum Hydroxide, Lilly) 


-.. overwhelmingly preferred by adult taste-test panel 


An entirely new manufacturing process has made 
‘Trisogel’ a really palatable antacid. Its creamy, smooth 
texture and mild mint flavor assure you wholehearted 
patient acceptance. An adult taste panel enthusiasti- 
cally selected “Trisogel’ for texture, flavor, and color 
over all other formulas and formula variations tested. 


Dosage: In the treatment of 


‘Trisogel’ combines the prompt antacid action of alu- 


dose is 1 or 2 tablespoonfuls minum hydroxide with the more sustained effect of 
every one to three hours. magnesium trisilicate. 

ie ee a ee Each 5 cc. (approx. 1 teaspoonful) of “Trisogel’ will 
everywhere. neutralize 100 cc. of N/10 HCl. 
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convalescence? 


Convalescents, regardless of their yeats, share | many df the onic d recuperative 
needs of the aged, and wine is probably’ more ‘widely recommended in the care 


‘other. 
Many generations of physicians have’ hii _adyotated not only dry table wines 
but also sweet dessert wines of many varieties eet nutritional value 
in elderly and convalescent patients. 
Now modern research supplies the raison d’étre by clearly showing that wine not only 


supplies quick fuel but also serves to stimulate the desire for food where appetite is poor. 


WINE AIDS DIGESTION —Wine has been found to increase salivary flow,' stimulate 


gastric secretion” and facilitate the gastrocolic reflex.* 


WINE FOR GENTLE, SAFE SEDATION — Described as the safest of all sedatives, wine can 

often dispel the anxieties, fears and emotional pressures of old age and prolonged 
illness. The relaxation of gastric tension produced by moderate amounts of wine 
may be a significant factor in the prevention of dyspepsia. The systemic sedative* 
and vasodilative® actions of wine can be of great aid in cardiovascular disease. 
For a few cents a day your patients can have wines produced from the world’s 

finest grape varieties grown in an ideal climate and handled with consummate skill. 

Research information on wine is available on request. Just write for your copy 
of “Uses of Wine in Medical Practice.” Wine Advisory Board, 717 Market Street, 


San Francisco 3, California. 
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No. 12 


EpirEp By ANDREW M. BaBey, M.D., Las Cruces, N. M. 


APHORISMS and MEMORABILIA 


Miscellaneous Truths and Concepts 


1. “It is impossible to contemplate chronic 
myeloid leukaemia with any feelings of satisfac- 
tion. It is true that many new therapeutic agents 
have been devised, but its victims live no longer 
now than when our grandfathers treated them with 
Fowler’s solution.” RoNnaLp B. Scott, The Lancet, 
June 1, 1957, page 1103. 


2. “The individual longs to be merged with the 
herd, but he is too self-centered to be able to do 
so completely and too self-conscious to be able to 
sustain the attempt for long. He is therefore con- 
demned to live in a state of chronic dissatisfaction, 
constantly pining for something that, in the very 
nature of things, he can never have.” A. HUXLEy, 
Annals of the New York Acad. of Sciences, May 
9, 1957, page 675. 


3. “It is always wise to look ahead, but difficult 
to look further than you can see.” A Churghill 
Reader, Edited by R. Coote, Houghton 
Mifflin Co., 1954, page 376. 


4. “Imagination, without deep and full knowl- 
edge, is a snare.” Loc. cit., page 377. 


Engineers Needed 
5. “Young people at universities study to achieve 
knowledge and not to learn a trade. We must all 
learn how to support ourselves, but we must also 
learn how to live.. We need a lot-of engineers in 
the modern world, but we do not want a world of 
modern engineers.” Loc. cit., page 378, 


6. “Man in this moment of his history has 
emerged in greater supremacy over the forces of 
nature than has ever been dreamed of before . . . 
There lies before him, if he wishes, a golden age 
of peace and progress. All is in his hand. He has 
only to conquer his last and worst enemy—himself.” 
Loc. cit., page 380. 


7. “There are several clues that call attention to 
the possibility of spurious fever: (a) failure of the 
temperature curve to follow the normal diurnal 
gradient of body temperature—higher in the late 
afternoon and early evening; (b) absence of tachy- 
cardia in the face of abrupt spikes in temperature; 
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(c) strikingly rapid defervescence unaccompanied 
by diaphoresis; (d) presence of fever of 106° F. or 
higher, a relatively rare phenomenon in adults. It 
should be pointed out that nurses, doctors and 
others familiar with hospital routine are particular- 
ly prone to this form of malingering.” R. G. 
PETERSDORF AND IvAN L. BENNETT, JR., Annals of 
Internal Medicine, June 1957, page 1059. 
Fresh Urine Test 

8. “Testing freshly voided urine will sometimes 
aid in determining the true temperature of the 
internal environment.” Loc. cit., page 1059. 

9. “The technics by which temperatures have 
been falsified are numerous and varied, and attest 
to the ingenuity of patients who practice this form 
of deception. Among the more commonly used 
methods are holding the thermometer next to a 
hot water bottle, steampipe, light bulb or flame, 
rubbing the instrument against the bedclothes, 
shaking it in retrograde fashion, and manipulating 
the teeth, gums or anal spincter to produce fric- 
tion.” Loc, cit., page 1059. 

10. “The problems of treatment in chronic lym- 
phatic leukaemia are quite different from those 
in the chronic myeloid variety. In myeloid leukae- 
mia complete remission of limited duration can be 
confidently expected; but in lymphatic leukaemia 
it is unusual. Enlarged lymph-nodes may shrink, 
and the raised leucocyte-count may fall, but im- 
provement in general health and repair of anaemia, 
as a result of treatment, are rare.” RoNna.p B. 
Scort, The Lancet, June 8, 1957, page 1165. 


Atrial Septal Defect 

11. “The contrast between the paucity of symp- 
toms and the large heart is characteristic of atrial 
septal defect.” Maurice CAMPBELL, CATHERINE 
Nei, S. Suzman, British Medical Journal, June 
15, 1957, page 1375. 

12. “The most characteristic sign (in A.S.D.) is 
the discrepancy between the small pulse and the 
widespread overactive precordial pulsation, seen all 
the more easily because of the thin chest.” Loc. cit., 
page 1375. 
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13. “A short diastolic murmur at the apex was 
heard in half our patients, and more frequently in 
those who were seen several times and in those 
with a large shunt and a large heart. When this 
murmer becomes prolonged and continues to the 
first heart sound it is hard to exclude associated 
mitral stenosis, but this is less common than was 
thought.” Loc. cit., page 1376. 

14. “Congresses have become too large and too 
frequent if their object is the advancement of 
medicine and the promotion of friendship among 
physicians. The cost per head rises steeply when 
the attendance exceeds a few hundred, and the 
organisers become preoccupied with the physical 
problems of the meetings, the organisation of enter- 
tainments and the collection of subventions from 
pharmaceutical and other industries.” L. J. Wirts, 
The Lancet, June 22, 1957, page 1291. 


Increasing Specialization 
15. “The present generation of consultants have 


never been general practitioners. They have 
planned their own careers and applied their own 
labels. Further, most of them have found that the 
way to success has been through increasing limita- 


tion. They are one-tool technicians or one-disease 
diagnosticians. On the whole they have had a 
simpler training and they lead an easier life than 
the general practitioners, and they often have less 
ability and certainly less wisdom.” Sir H. OciLvie, 
quoted from The Lancet, June 22, 1957, page 
1270. 


16. “If vitamin E does have any effect it is 
probably a pharmacologic one related to its capa- 
city as anti-oxidant rather than in restoring a de- 
ficiency. Its use in therapy now occupies that un- 
happy terrain between hoax‘and placebo.” W. 
Bean, in Clinical Physiology by A. GROLLMAN, 
McGraw Hit, page 165. 


“POINTERS” 


From the Case Records of the Massachusetts General Hospital*, 1955 


(continued ) 


38. “So-called lymphangitic carcinomatosis of 
the lungs, and the site of origin may have been 
any one of a number of organs: in a bronchogenic 
carcinoma of the lung itself, the thyroid gland, 
the breast, the kidney, the pancreas, the gastro- 
intestinal tract, the cervix or fundus of the uterus 
or a sarcoma or melanoma.” loc. cit.; p. 656 


Coarctation 


39. “It is easy to miss the diagnosis of coarc- 
tation, and the diagnosis will continue to be missed 
until we keep in mind that it can be excluded 
only in one way—that is, by demonstrating that 
the systolic blood pressure in the legs is higher 
than that in the right arm, It is important to re- 
member that it is not posssible to rely on the 
presence of good femoral pulses to rule out the 
presence of coarctation. Occasional patients are 
seen in whom the leg pulsations are of essentially 
normal amplitude and in whom coarctation of a 
high degree exists.” loc. cit.; p. 699 


40. “About 15 per cent of the patients who 
come into the hospital with typical renal colic 
will not have any x-ray evidence of a stone in 
the ureter. Moreover, the stone may not be 
found in the urine even though the urine is care- 
fully strained, because a tiny fragment of a stone, 
a millimeter or two in diameter, can cause as 
severe renal colic as one that is eight or ten mm. 
in diameter.” loc. cit.; p. 880 
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41. “Although it is generally true that vocal 
cord paralysis with tumors of the lung is a sign 
of inoperability, in a few cases such tumors are 
resectable, particularly when the paralysis of the 
vocal cord has resulted from metastasis to a sin- 
gle lymph node.” loc. cit.; p. 933 


Vocal Cord Paralysis 


42, “I have seen paralysis of the vocal cord 
of six months duration with mitral stenosis that 
disappeared after commissurotomy.” loc.  cit.; 
p. 934 


43. “Buchbinder and Saphir, some years ago, 
showed that’ in most of the patients who have 
heart failure with subacute bacterial endocar- 
ditis, the failure is probably due to failure of the 
myocardium itself as the result of the miliary 
infarcts.” loc. cit.; p. 985 


44, “It is important to realize that the fact 
that an abscess in the lung or an area of pneu- 
monitis clears, does not rule out carcinoma as the 
underlying process.” loc. cit.; p, 1131 


45. “Even at operation in many cases it is 
impossible to tell whether enlarged lymph nodes 
are inflammatory or filled with tumor.” loc. cit.; 
p. 1131 

*We are grateful to Dr. Benjamin Castleman, Editor of ‘‘Case 
Records”? and Dr. Joseph Garland, Editor ae he New England 


Journal of Medicine’ for per to p h these excerpts. 
Andrew M. Babey, 
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ORIGINAL ARTICLES 


Fractures of the Extremities in General Practice* ** 
By J. J. Hincuey, M.D. anp P. L. Day, M.D., San Antonio 


Fractures of the extremities are only one of 
many worrisome problems confronting the general 
practitioner, Established principles of treatment of 
specific types of fractures should be readily avail- 
able to him. Criteria for satisfactory end results 
should similarly be at his ready disposal. 

It is impossible to include such data regarding 
all fractures in a single paper. Nor can the excep- 
tions to general rules be discussed. Fractures in 
children comprise an entirely different subject and 
are therefore excluded. Specific representative 
fractures in the extremities will be reviewed. 

Carpal Scaphoid (Navicular) 

Fractures of the carpal scaphoid are often un- 
recognized because of two factors: (1) the physi- 
cian does not think of them, and (2) x-ray con- 
firmation is sometimes difficult. Tenderness in the 
anatomical snuffbox on the radial side of the wrist 
should make one suspicious of such a fracture. 
X-rays must visualize this bone well. If in doubt, 
oblique views of the wrist and an A-P view with 
the hand in ulnar deviation are necessary. X-rays 
should be repeated in seven to ten days if unex- 
plained wrist pain persists. 

The wrist is immobilized in dorsiflexion with 
the hand in a grasp position. The cast exfends 
from just below the elbow to the distal palmar 
crease of the hand and the interphalangeal joint 
of the thumb. Immobilization is necessary for at 
least two months and may be required for much 
longer, Union is slow; avascular necrosis of the 
proximal fragment may occur. The rate of non- 
union is relatively high. 

Distal Radius and Ulna 

Colles fractures and other fractures of the distal 
radius and ulna have been covered fully in readily 
available papers devoted solely to them. Open 
reduction is rarely indicated. Two anatomical facts 
should be kept in mind: (1) The radial styloid 
extends further distally than the ulnar styloid; 
(2) The radio-carpal joint is angulated twenty 
degrees palmarward. 

If the wrist is placed in acute flexion to main- 
tain reduction, it should be brought to neutral 
within two weeks. The cast should extend from 
above the elbow to the distal crease of the palm, 
leaving fingers and thumb free. Six weeks immo- 
bilization is generally sufficient. In elderly patients, 
“*Presented at the meeting of the Texas Medical Association in 

April 1957. 


**Dr. Hinchey was President of the Texas Orthopaedic Association 
1956-1957. 
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radial shortening is a frequent complication; trial 
of use for six months usually results in satisfactory 
function in these cases. 


Radius and Ulna — Shaft 

These fractures are generally underestimated. 
Closed reduction is usually unsuccessful and infre- 
quently maintained. It does, however, result in 
more certain healing in a shorter time, There are 
three deforming factors affecting either or both 
bones: (1) shortening; (2) rotation; (3) angula- 
tion — particularly migration toward the midline. 
Any one of these will likely produce a poor result. 

Open reduction must be adequate. Wiring of 
the fracture is unsatisfactory. Plating should fol- 
low sound principles: (1) at least two screws in 
each main fragment, and (2) all screws should 
penetrate the opposite cortex. We prefer Eggers 
plates and screws for the contact compression so 
ably demonstrated by him. Plates should be at 
least three inches long. 

Intramedullary fixation similarly should follow 
proven rules: (1) the pin should extend well be- 
yond the fracture in both directions and (2) it 
should be of large enough calibre to stabilize the 
fracture. Kirschner wires are too small, The ulnar 
fracture is opened and the pin driven retrograde 
out the olecranon till the lower end is at the frac- 
ture site. The fracture is reduced and the nail 
driven back down the intramedullary canal of 
the distal fragment. The radial pin is inserted 
proximally from just above the radial styloid up 
to the fracture site. The fracture is reduced and 
the nail driven on up the proximal intramedullary 
canal, If the fracture is unstable with intra- 
medullary fixation, plating is preferable. 

The bones should be approached surgically 
from separate incisions—the ulna over its sub- 
cutaneous border the radius dorsolaterally, Union 
occurs slowly—three to four months is frequently 
required. Primary auxiliary bone grafting has 
been advocated in some instances. 


Head of Radius 

Undisplaced fractures of the head of the radius 
require no definitive treatment. Active motion 
within the limits of pain is begun early and 
steadily increased. Displacement, comminution or 
severe angulation is an indication for open excision 
of the radial head. This should be done in the 
first few days. Excision should not extend as far 
distally as the biceps tubercle. Early active motions 
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are then instituted. A good result may be antici- 
pated although minimal limitation of elbow exten- 
sion and rotation may be present. 
Olecranon 

Closed reduction is used only if there is no dis- 
placement or separation. Open fixation with a 
long screw or threaded pin is far superior to 
wiring. Five weeks immobilization in a long arm 
cast suffices. If the joint surface is comminuted, 
up to sixty percent of the olecranon can be 
excised; the triceps should be resutured to the 
ulna. Active motions may then be started after 
three weeks. Functional results are good. 

Shaft of Humerus 

Almost all humeral shaft fractures can be cared 
for with a hanging cast. The cast extends from 
the axilla to the mid-palm; a loop of plaster at the 
wrist is included. The sling passes through this 
loop so that the cast and arm swing free. The 
forearm is neutral except in fractures of the 
lower third of the shaft where pronation is usually 
required to prevent angulation. The cast must be 
light; distraction due to a heavy cast is an all too 
frequent complication. The fracture should be 
checked frequently by x-rays, preferably upright. 
The patient is generally advised to keep propped 
up in bed the first few nights. If recumbency is 
essential, a second plaster loop at the elbow for 
traction over the foot of the bed aids in reduction. 
Early pendulum shoulder motions may be started. 
The cast can often be discontinued in six weeks. 

Open reduction is rarely indicated. Multiple 
screws, plating and intramedullary fixation are 
acceptable if sound principles of their use are 
followed. The radial nerve should be exposed to 
avoid injuring it. The intramedullary pin is gen- 
erally introduced at the greater tuberosity and 
driven distally. Distraction must be carefully 
watched for at surgery and in follow-up. Intra- 
medullary fixation cannot be used in fractures of 
the distal third. If plating is performed, the plate 
should be at least three inches long and preferably 
longer. Multiple screws may suffice in oblique or 
spiral fractures, 

Neck of the Humerus 

Many of these fractures are undisplaced and 
impacted or minimally displaced. A sling is gen- 
erally all that is necessary to maintain the position 
and prevent distraction. A hanging cast will fre- 
quently reduce a displaced fracture, although 
closed reduction may be necessary. Lateral trac- 
tion in bed or open reduction is resorted to only in 
the exceptional case. Early active pendulum 
shoulder motion is extremely important. It should 
be followed by abduction exercises. Union of these 
fractures is the rule. A stiff painful shoulder may 
result, however, if motions are not started early 
and followed through. 
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Os Calcis 

These fractures should be suspected in a fall 
from a height or an explosive blow from below. 
They are generally comminuted. The pull of the 
gastrocnemius-soleus may displace the posterior 
tuberosity upwards; this flattens the arch and de- 
creases the leverage of these muscles. There is 
often extrusion of bone laterally under the lateral 
malleolus, broadening the heel. Involvement of 
the subastragalar joint is common. Regardless of 
treatment, such fractures generally result in resi- 
dual pain and disability. 


Fig. 1: Hairline fracture of navicular, demonstrat- 
ing widening with ulnar deviation. 

A satisfactory x-ray reduction can generally be 
secured by manipulation. Lateral compression 
with a clamp disposes of the lateral mass—width 
of the opposite heel is a good guide. The tuber- 
osity can usually be pulled down manually into 
position under good anesthetic relaxation. A cast 
from mid-thigh to toes with the knee flexed re- 
laxes the gastrocnemius and prevents redisplace- 
ment. After a few weeks a short leg walking cast 
may be substituted for an additional six to eight 
weeks. 

Pain, swelling and stiffness persist for several 
months. Subastragalar fusion is often required if 
this joint is much involved. 

Ankle 

Lateral malleolar fractures are rarely signifi- 
cantly displaced. A short leg cast with early 
weight bearing and five to six weeks immobiliza- 
tion is the usual treatment. Actual callus forma- 
tion is slow and is preceded by good function. 

The medial melleolus is the key to proper hand- 
ling of bimalleolar fractures. It is difficult to over- 
reduce such fractures, Marked inversion is often 
necessary to secure and maintain reduction; it 
should be corrected in three weeks. If the medial 
malleolus cannot be anatomically reduced by 
closed manipulation, early open fixation of it with 
a screw or threaded pin is recommended. The 
fibula moves with the foot and its fracture, to- 
gether with any ankle dislocation, is nearly always 
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Fig. 2: Fracture of both bones of forearm with 
adequate intramedullary fixation. 


automatically reduced when the medial malleolus 
position is corrected. 
Trimalleolar Fractures 

Trimalleolar fractures require good reduction of 
the posterior tibial fragment as well as the medial 
malleolus. Downward traction should be exerted 
on the foot before any attempt is made to correct 
the accompanying posterior dislocation of the 
ankle, The foot is next brought forward while the 
traction is maintained. It is then dorsiflexed and 
inverted. The maneuver is more easily accom- 
plished with the leg dependent so that gravity is 
an aid. Displacement upwards of the posterior 
tibial lip of more than one-fourth inch is unsatis- 
factory, indicative of re-manipulation or open 
reduction. Accurate apposition of the medial mal- 
leolar fracture is essential just as in bimalleolar 
fractures. The leg should be immobilized from 
mid-thigh to toes with the knee flexed to relax 
the gastrocnemius. After three weeks a short leg 
walking cast may be substituted and continued 
for about six additional weeks. 

Tibia and Fibula 

Fractures of the tibia and fibula may be classi- 
fied as stable and unstable. Stable fractures include 
(1) fracture of either bone without the other, (2) 
greenstick fractures, (3) impacted or undisplaced 
fractures and, (4) those in which the fracture of 
one or both bones is transverse. These are amen- 
able to closed reduction and a long leg cast. 

Unstable fractures include oblique, spiral, seg- 
mented and comminuted fractures. Closed reduc- 
tion is rarely maintained. Either skeletal traction 
through the os calcis or open reduction is indicat- 
ed. The former requires close supervision to main- 
tain position and prevent pressure sores. If open 
fixation is used, it should be adequate. The in- 
cision should never be made over the subcutaneous 
anteromedial aspect of the tibia; Nor should a 


DECEMBER, 1957 


plate be placed on this surface. Multiple screws 
suffice in some spiral and oblique fractures. Plat- 
ing should follow accepted principles already out- 
lined. Plates should be no less than four inches 
long and frequently longer. Each main fragment 
should be held by at least three screws. Intra- 
medullary fixation has been of particular value in 
segmental fractures; It should not be used for 
fractures near either end. The pin is inserted just 
lateral to the tibial tubercle and must be kept 
parallel to the tibial shaft. It should extend to 
within one-half inch of the distal end of the tibia. 
Patella 

Undisplaced fractures require only maintenance 
of extension of the knee in a cylinder cast from 
groin to ankle for approximately four weeks. 
Quadriceps exercises should be maintained. 

Displacement of more than one-fourth inch 
indicates tearing of the quadriceps on each side. 
Open repair is imperative. Suture of these quadri- 
ceps expansions should be emphasized since good 
knee function depends upon it. If the patella is not 
comminuted, anatomical reduction by interrupted 
suture across it and a re-inforcing purse-string 
around it will result in early healing and good 
function. Wire sutures have often produced resi- 
dual pain, necessitating their removal. 

More often the patella is comminuted. If there 


Fig. 3: Hanging cast for fracture of shaft of 
humerus. 
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is a large proximal or distal fragment, it alone is 
saved and the remaining pieces are excised, As 
much quadriceps tendon as possible is preserved. 
This is then sutured together including the remain- 
ing large fragment. Complete patellectomy and 
quadriceps suture is performed in severe com- 
minution with no large fragment. 

Open repair is followed by immobilization in a 
cylinder groin to ankle cast with the knee extend- 
ed. Quadriceps exercises are instituted immedi- 
ately. The cast is removed in four to six weeks 
and active exercises are carried out. End results 
are generally good. 

Shaft of the Femur 

Short oblique and transverse fractures of the 
femoral shaft are ideally suited to intramedullary 
nailing. The fracture should be at least two inches 
below the lesser trochanter and four inches above 
the epicondyles. Other types of femoral shaft 
fractures may be handled by this method, but 
extraordinary skill is generally required. The 
advantage of the method lies in the absence of 
need for immobilization; thus there is no loss of 
joint motion or muscle power. Short hospitaliza- 
tion and early return to light work or school are 
economic factors. 

The length of nail to be used may be obtained 
by measuring the opposite thigh from greater 
trochanter to lateral epicondyle. The surgery is 
best performed with the patient on the side. The 


Fig. 4: Eggers plate and screws for unstable tibial 
fracture. Six screws penetrate opposite cortex. 
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Fig. 5: Diagram of proper length and position of 
intramedullary Street nail in femur. Slight projec- 
tion of threaded end above neck for easy removal. 


nail should pass easily in the medullary canal of 
both fragments. The narrowest portion of the 
canal is located at the upper third of the shaft, A 
reamer is of great help in preventing incarceration 
of the nail in a small medullary canal. The nail is 
driven retrograde from the fracture into the but- 
tock and out through a stab wound made over it. 
The fracture is reduced and the nail driven down 
the intramedullary canal of the distal fragment 
until the upper nail end is at the level of the great- 
er trochanter. Quadriceps-setting is started imme- 
diately and progressive exercises carried out as 
rapidly as possible. The patient may be permitted 
up in the first few weeks and gradual weight-bear- 
ing is then instituted, Reactive callus is seen early 
and may be misleading. Intramedullary nails have 
been removed too soon at times and refracture 
resulted. The nail may only rarely be removed 
with safety in less than nine to twelve months. 
The callus should be mature with retrabeculation 
and the medullary canal clear across the fracture 
site. Removal of the nail through the buttock 
wound is usually quite simple. 
Summary 

General rules of diagnosis and treatment of 
certain specific extremity fractures have been re- 
viewed. Pitfalls are pointed out. It is recognized 
that there are specific exceptions to each precept. 
Adherence to proper rules will be of material aid 
in handling the vast majority of these fractures. 
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The Role of Newborn Position in the 
Development of Pulmonary Hyaline Membrane 


A PRELIMINARY REPORT 
By Jack Curry Repman, M.D., A.A.G.P., Albuquerque 


Editorial Comment 


The concept concerning the pathogenesis of pulmonary hyaline membrane of the newborn as 
set forth in this article has in the opinion of some workers much to recommend it; and while 
this is, as the author has distinctly stated, a preliminary report, the Editors of SOUTHWEST- 
ERN MEDICINE feel that it should be of value to all, and at least receive their consideration. 


Pulmonary hyaline membrane of the newborn 
has, in the past few years, become a problem of 
increasing magnitude. The number of reported 
cases mounts daily, and yet the pathogenesis of 
the disease is not at all clear. In my own practice 
I have encountered an increasing number of cases 
of this disease, and have employed a number of 
recommended treatment programs, sometimes 
with good results, but too often with unfavorable 
results until recently. 


Certainly the best treatment of pulmonary 
hyaline membrane is the prevention of premature 
labor and delivery, We are, nevertheless, confront- 
ed by enough premature babies and babies de- 
livered by Cesarean section to keep the problem 
of pulmonary hyaline membrane constantly in 
focus. 


Other Factor 


In some of my own cases treated according to 
the recommended routine there seemed to me to 
be some other factor which we were overlooking, 
for some of these babies died despite therapy. I 
asked myself many times what we, as physicians, 
might be doing to hasten the development of pul- 
monary hyaline membrane. 

Recently I have had two cases, admittedly not 
statistically significant, which I feel must be re- 
ported, for I feel that, perhaps, we may, at least, 
be able to prevent pulmonary hyaline membrane 
in our premature and section babies. Dr. William 
K. Woodard, a pediatrician in Albuquerque, has 
recently completed a splendid study, soon to be 
published, on the pathogenesis of hyaline disease 
of the newborn. 

The humidification used in my two cases is that 
recommended by Woodard. He feels that the basic 
underlying cause of hyaline membrane disease is 
an abrupt change in the oxygen concentration of 
the peripheral blood of the newborn delivered pre- 


Acknowledgement. The author expresses his gratitude to William 
K. Woodard, M.D., for his invaluable assistance, and for permission 
to refer to his yet-unpublished work. 
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maturely or by Cesarean section. I feel that 
Woodard’s concept is extremely important. 

I feel, also, that the two cases presented here 
are extremely important in calling attention to an 
additional, iatrogenic component in pulmonary 
hyaline membrane disease. 


Case One. Baby girl Bu. 


I delivered the baby vaginally, under local 
anesthesia, at six and one-half months gestation 
on September 19, 1957. The mother had a mar- 
ginal placenta previa and premature labor. The 
baby’s immediate condition was good, She weighed 
three pounds two ounces. 

Physical examination was normal for age. She 
was placed in an isolette with sterile anniotic 
fluid humidification using compressed air, accord- 
ing to the method of Woodard. Within thirty 
minutes she began to grunt on expiration, and her 
respiratory rate increased. Soon inspiratory inter- 
costal retraction was present along with cyanosis 
of the hands and feet, and it was obvious that 
pulmonary distress was developing as I watched. 

Various Positions 

Rather than begin oxygen therapy, I decided 
to observe the effect of various positions on the 
respiratory distress. I changed her from prone, to 
supine, to right and left lateral decubitus, without 
any effect. Then I did as most of us have done in 
the past—elevated the foot of the crib “to promote 
pulmonary drainage and increase cerebral blood 
flow.” 

Just as I did, it occurred to me how this posi- 
tion was actually adding to the respiratory dis- 
tress by decreasing vital capacity, and forcing the 
baby to breathe against gravity. It also occurred 
to me that cardiovascular distress was also being 
produced, possibly with an element of congestive 
failure. 

I reversed the baby’s position and elevated the 
head and body about thirty degrees. Within the 
next thirty minutes the grunting and retraction 
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gradually ceased. The cyanosis cleared. The baby 
has continued to do well. 
Case Two. Baby boy Be. 

A few days later, a wonderful—yet terrible— 
opportunity presented itself. One of my obstetrical 
patients, a forty year old primigravida, was 
brought to the hospital with fulminating toxemia 
of pregnancy at six months gestation. 

She had had an uneventful course until the 
night of admission, when she began to convulse. 
Her husband stated that she had had severe head- 
aches for the previous three days, but “thought it 
was her sinuses.” Her prenatal course had been 
otherwise uneventful. 

Obstetrical consultation was obtained and med- 
ical treatment was begun. The convulsions ceased. 
Her blood pressure gradually returned to a normal 
level and her urine began to clear. 

Then, five days after admission, her pressure be- 
gan to rise again despite treatment, and it was 
felt best to terminate the pregnancy by Cesaeran 
section, The baby had remained normally active 
throughout the mother’s illness. 


Cesarian Section 


I performed a low cervical Cesarean section and 
delivered a viable male infant weighing three 
pounds two and one-half ounces. He was placed 
immediately in an isolette, head elevated thirty 
degrees. Sterile amniotic fluid humidification was 
used, 

Dr. Woodard, the pediatric consultant, was 
present at the time of delivery. The baby’s physical 
examination was normal for age except for absent 
breath sounds throughout both lung fields. 

Despite this however his color was excellent. 
The chest was fairly fixed in inspiration. His dia- 
phragmatic excursions were shallow. There was 
minimal-retraction. There was no cyanosis. 

For the first hour of life there was expiratory 
grunting. Gradually, within the next few hours, 
breath sounds appeared in both lung fields, as the 
lungs expanded. The baby has continued to do 
well, and likewise the mother. 

Summary: The case histories of two newborns 
are reported. The first case was very valuable, for 
a possible iatrogenic factor in development of 
pulmonary hyaline membrane was recognized. The 
second case was even more valuable, for all pos- 
sible factors for development of hyaline membrane 
were present: it was a premature infant of but 
26 weeks gestation, delivered by Cesarean section 
of a mother with severe toxemia of pregnancy. 
Neither baby developed pulmonary hyaline mem- 
brane, and both are currently well. 

Conclusions: Whereas the two cases presented 
do not permit one to draw conclusions of statis- 
tical significance, it is felt that a contributing, 
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iatrogenic factor in development of hyaline mem- 
brane disease is improper positioning of the sus- 
ceptible newborn infant. It is felt that placing 
these infants in horizontal or head-down positions 
adds to their cardiovascular and respiratory dis- 
tress, and may be a large factor in the develop- 
ment of hyaline membrane. It is recommended 
that all susceptible newborns be placed in incu- 
bators, the head and body being elevated to a 
thirty-degree angle, Humidification of some type, 
amniotic fluid (Woodard), or water, and oxygen 
only for severe cyanosis, as recommended by 
Woodard, is advised. It is hoped that those in 
large centers may be able to evaluate critically 
the methods herein described. It is hoped that 
these two cases may represent a turning point in 
our struggle against pulmonary hyaline membrane 
disease of the newborn. 


Medical History Medal 
For Best Student Essay 


In order to stimulate interest and research in 
medical history among students of the Medical 
Schools of the United States and Canada, the 
American Association of the History of Medicine 
has established a Medal that will be granted an- 
nually to the author of the best student essay sub- 
mitted to the Association. The Medal has been 
named in honor of William Osler. 

The Association will consider unpublished essays 
by men and women who were students in Schools 
of Medicine and had not yet obtained their 
doctor’s degree at the time the essay was written. 
To be considered, an essay must be submitted be- 
fore or within one year after the author’s gradua- 
tion. 

Essays that are the result of original research 
will be given preference, but the Association will 
also consider essays which, without being the 
result of original research, show an unusual appre- 
ciation and understanding of historical problems. 

Essays should not exceed 10,000 words in length. 
Contestants are reminded that essays must be 
entirely their own work and that no entry will be 
considered if the author has received help from 
any source other than the usual courtesies extend- 
ed by libraries, museums, and similar depositories 
to all investigators. 

Essays must be sent before April Ist, 1958, to 
Dorothy M. Schullian, Ph.D., Chairman National 
Library of Medicine, History of Medicine Division, 
11,000 Euclid Avenue, Cleveland 6, Ohio.” 

Members of the William Osler Medical Com- 
mittee are George J. D’Angelo, M.D., Durham, 
North Carolina; Charles D. O’Malley, Ph.D., 
Stanford, California; Dorothy M. ~Schullian, 
Ph.D., Chairman, Cleveland, Ohio. - - ~ 
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The Influence of the Emotions Upon the 
Respiratory Tract 


By Rosert P. McComas, M.D., Senior Physician, New England Center Hospital; Professor of Graduate 
Medicine, Tufts University School of Medicine, Boston 


This is the fifth of an outstanding series of seven articles covering the effects 
of emotional stress in the practice of medicine. The articles were prepared for a 
symposium delivered in January at the Tufts-New England Medical Center in Boston. 


SOUTHWESTERN MEDICINE wishes to take this opportunity to express its 
great appreciation to the Bulletin of the Tufts-New England Medical Center and 
its editor, Dr. Robert P. McCombs, for making this important series available for 


publication. 


SOUTHWESTERN MEDICINE is proud to have the opportunity to publish 
the articles comprising this symposium on emotional stress which is believed to be 
the most complete and thorough discussion of this subject. 


Next month: “Emotional Factors in Rheumatoid Artbritis,” by Evan Calkins, 


M.D., Assistant Physician, Massachusetts 
Harvard Medical School, Boston. 


There is a lot of talk about bodily changes in- 
duced by emotion, but much of this is based upon 
impression rather than fact, Few objective studies 
of changes in the respiratory tract have been made 
under situations of life stress and emotional con- 
flict. 

Wolff! observed that the mucous membranes of 
the nose and lower respiratory tree exhibited en- 
gorgement, inflammation, ischemia, edema, ero- 
sion, increased secretion of mucus and altered 
reactions to chemical stimulation. 

During discussions of emotion-provoking sub- 
jects, bronchospasm was observed bronchoscopi- 
cally? and sustained diaphragmatic contraction 
noted fluoroscopically.* These changes are capable 
of inducing profound physiologic disturbances and 
a variety of other symptoms, which in themselves 
may create still further anxiety and even more 
disability. 

Conditioning by previous experience is believed 
to play an important role* inasmuch as symptoms 
are most apt to appear when attention has been 
called to the heart and lungs. At times the diffi- 
culty seems to run in families. 

Psychosomatic Disturbance 

Chronic vasomotor rhinitis is often considered 
to be a psychosomatic disturbance, but facts relat- 
ing to this point are still quite sketchy. It has been 
observed in patients with ragweed hay fever, how- 
ever, that the allergic reaction of the nasal mucosa 
to inhalation of standard quantities of pollen often 
depended upon whether or not there was pre-exist- 
ing nasal hyperfunction in response-to other stréss- 
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General Hospital; Associate in Medicine, 


This factor also may in part be responsible for 
the irregular reactivity of the nose in most indi- 
viduals following nonspecific irritations caused by 
fumes, strong odors and smoke. 


Symptoms relating to the respiratory tract are 
almost invariably present in anxiety neurosis. 
These consist of tight feelings in the chest, short- ~ 
ness of breath on exertion, the inability to take 
a deep breath, and pains around the lower thorax; 
patients are often observed to hyperventilate un- 
consciously and to complain of the sequelae of hy- 
perventilation: dizziness, blackout spells, headache 
and paresthesias, There are physiologic explana- 
tions for most of these. 


Increased Tone 


Increased tone or spasm of skeletal muscles oc- 
curs during episodes of anxiety, During hyperven- 
tilation there is air trapping and increase in resi- 
dual air, When this phenomenon is watched fluor- 
oscopically, symptoms of tightness in the chest and 
sighing develop after a certain critical point is 
reached. These patients then are forced to breathe 
in a hyperinspiratory phase and it is obvious that 
they then cannot take a normal amount of air into 
the chest. 


Hyperventilation of moderate intensity is ac- 
companied by a decrease in cerebral blood flow of 
30 per cent with a reduction in cardiac output of 
approximately 11 per cent." Respiratory alkalosis 
is induced by hyperventilation, and in alkalosis 
there may be a reduction of as much as 6 per-€ent 
in the amount ‘of- oxygen released-in- the 
With the combined efféct of decreased blood flow 
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plus a smaller percentage of oxygen released, it is 
no wonder that these patients complain of mental 
confusion, paresthesias and “blackout” spells. 


Subject to Error 


It is well known that the determination of the 
basal metabolic rate is subject to many errors in 
patients with anxiety neurosis. The spirogram 
shows characteristic spiking from repeated sighing 
respirations; patients are restless, do not tolerate 
the mask and are apt to hyperventilate, usually 
giving rise to high oxygen uptake and an erron- 
eously high metabolic rate. 

Occasionally, however, if there is sufficient air 
trapping within the lungs, an erroneously low 
value for oxygen uptake will be recorded and con- 
sequently the metabolic rate will be reported as 
being low. 

Cohen and White* demonstrated that patients 
with anxiety neurosis during heavy muscular work 
exhibited poor ability to take up oxygen and had 
higher concentrations of lactate in the blood when 
compared with healthy controls. 

They had low ventilatory efficiency and poor 
ventilatory function with a high oxygen debt. 


Poor Conditioning 


These observations may have actually reflected 
only poor physical conditioning. Poor physical 
conditioning also is a possible explanation for the 
prolonged disability that is apt to occur when 
these patients suffer from organic medical or sur- 
gical illnesses. 

Barach and Bickerman® have stressed the im- 
portance of encouraging patients with emotional 
disability to partake in graded exercises to improve 
their general physical condition and thus improve 
respiratory efficiency, just as patients with medical 
and surgical illnesses are reconditioned by early 
activity. 

Patients with anxiety neurosis are unusually sen- 
sitive to painful stimuli and often react with hy- 
perventilation to the wearing of tight clothing. 

Breathing in the hyperinflated state is occasion- 
ally used with gratifying effect by young ladies 
and especially some actresses who consciously or 
unconsciously have learned the trick of over- 
expanding the upper part of the lungs for cosmetic 
purposes. 

Emotionally Disturbed 

Patients who are emotionally disturbed can de- 
velop serious disturbances of pulmonary function 
indirectly. The tense person is often a heavy 
smoker and as a result has a chronic cigarette 
cough. This is a precursor of pulmonary emphy- 
sema.”° 

In emphysema there is a higher statistical cor- 
relation with heavy smoking than there is between 
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heavy smoking and lung cancer. Similarly, extreme 
degrees of overeating may be a manifestation of 
emotional decompensation. 

Burwell" recently described a reversible pul- 
monary disorder associated with extreme obesity 
and continuous alveolar hypoventilation due to 
unusual elevation of the diaphragm and increased 
intra-abdominal pressure; breathing in this Pick- 
wickian syndrome is carried on in a relatively ex- 
treme inspiratory phase. 

Such a patient has a decreased vital capacity, 
low maximum breathing capacity, low arterial 
oxygen saturation and high carbon dioxide tension 
in the blood. As a result of this last factor, he is 
apt to fall asleep from carbon dioxide narcosis 
even while talking or eating or, as Dr. Burwell 
cited, even while holding a full house in a poker 
game! 

Weight reduction encouraged by psychotherapy, 
diet, and dexedrine restores pulmonary function 
to normal and eliminates these annoying symp- 
toms. 


Serious Consequences 


The association of emotionally induced hyper- 
ventilation and organic respiratory tract disease 
may have serious consequences. A patient with 
tracheal stenosis may be able to breathe normally 
without any discomfort, but should hyperventila- 
tion be induced for any reason, there will be con- 
siderable air trapping because of inability to gen- 
erate enough pressure during expiration to force 
all the air out through the narrow opening be- 
tween breaths. 

Respiratory stridor soon becomes evident and 
the increased work of breathing may have serious 
consequences, Even after hyperventilation ceases, 
discomfort persists for 10-20 minutes because ot 
overinflation of the lungs. 

Similarly, patients with chronic bronchospasm 
often are comfortable until hyperventilation oc- 
curs, the most common causes being exercise or 
emotional excitement. These nonspecific factors 
seem to aggravate asthma in most patients with 
this disease. 


Bronchial Asthma 


Whether or not bronchial asthma can be in- 
duced by emotional factors alone has not been 
established. Some psychiatrists of the dynamic 
school think so. French and Alexander” made a 
careful psychiatric study in asthmatics and con- 
cluded that asthma developed during situations 
associated with separation from the mother figure. 

Asthma was considered to be a suppressed cry 
—a protest against separation — that is to say 
symbolically, against securing oxygen’ independ- 
ently by breathing. Flanders Dunbar" noted that 
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manic-depressive swings and narcissistic neuroses 
were especially frequent in asthmatics. However, 
I have not been impressed with the frequency of 
depressions in asthmatic patients. 

Abramson“ suggested that the maternal rejec- 
tion theory is incomplete. He feels that before 
rejection there is mutual engulfment between 
parent and child. 

The parent attempts to force the child to de- 
velop in a pattern representing the parent as he 
is or would like to be and as a result, the child is 
forced into a state of distorted dependency. When 
the child fails to meet the demands of the engulf- 
ing parent, the frustrated parent is enraged and 
threatens the child, who then feels rejected. 


Four Areas 


Miller and Baruch"’ indicate that there are four 
areas in the psyche of the asthmatic paitent: hun- 
ger for affection, fear of losing what affection he 
has, anger at the person from whom he wants ad- 
ditional affection, and anxiety over exposing this 
anger. 

Grace and Graham" note that vasomotor rhin- 
itis occurs when specific individuals face a situa- 
tion with the wish that they didn’t have to do any- 
thing about it or that it would go away, or that 
somebody else would take the responsibility. 
Asthma occurs in patients with similar but even 
more intense attitudes. 

Wolf'’ finds nasal “reactors” to be essentially 
defensive, insecure, sensitive, dependent people 
who talk with difficulty about relevant personal 
matters and who seldom take positive steps to 
improve their state. A lively show of love and 
affection is a basic requirement and is readily 
accepted, but in turn they seem unable to give 
sympathy, warmth and support to others, 

Wilson" suggests that the psychologic compo- 
nent in hay fever is based upon a displacement of 
sexual curiosity from the visual to the olfactory 
sphere. When psychologic stimulation is greatly 
increased by repressed sexual tension, this alone 
may produce an attack of rhinitis. 


Intact Psyche 


That an intact psyche is important in bronchial 
asthma was demonstrated by Funkenstein,'® who 
found that asthmatic patients reacted with a char- 
acteristic asthmatic attack when exposed to stand- 
ard amounts of irritating chemicals, but that these 
same individuals at other times during mental ill- 
ness did not develop asthma when similarly stimu- 
lated. Asthma apparently is not a serious problem 
in mental hospitals! 

Unfortunately, there has not been any report of 
a group of adequately studied and carefully fol- 
lowed asthmatic patients who have been treated 
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exclusively by psychoanalytical techniques. Wilson 
treated 19 asthmatics with psychoanalysis and re- 
ported that nine became symptom free and eight 
were much improved with only two unchanged. 
The follow-up period was inadequate, however. He 
also reported'* that patients with hay fever no 
longer had an attack when exposed to pollen fol- 
lowing psychoanalysis. 

In contrast to this concept, Wheeler, White, 
Reed and Cohen*® indicated that in a group of 
173 patients with anxiety neurosis who were fol- 
lowed for twenty years, there was no increased 
incidence of asthma and other so-called psycho- 
somatic diseases which are supposed to be induced 
by anxiety. Also they indicated that psychoanalyti- 
cal therapy was no more effective in controlling 
symptoms than was simple office reassurance. 


89 Patients 


We have begun a study on the course and prog- 
nosis of patients with bronchial asthma. In a 
group of 89 patients, nervous factors were recog- 
nized by the patient or examining physician as 
contributory to the asthmatic attacks in only 31 
per cent. 

Of the patients still living at the time of the 
follow-up study, nearly 80 per cent were either 
cured or better and indicated various factors that 
may have caused the improvement. In this group 
about one third volunteered the information that 
control of nervous tension was an important factor . 
in their improvement, 

The following are quoted from some of the fol- 
low-up summaries: “Asthma 75 per cent improved 
following moving to our own home where living 
conditions are much better and emotional strain 
much less”; “‘Asthma better because of better men- 
tal attitude”; “Asthma cured because of correction 
of tension due to not being adjusted to having a 
child”; “I think my asthma was a convenient sick- 
ness and when I didn’t want to do something or 
wanted my own way, I just got an attack”; 
“Asthma cured by general physical improvement 
and relief of nervous tension”; “Asthma cured by 
entering own business where the responsibility is 
greater but the rewards are so much greater that 


they more than balance one another.” 


Common Knowledge 


It is common knowledge that asthmatics respond 
to therapy much better in a hospital than at home 
where they are continually exposed to the emo- 
tional stresses that may have precipitated the 
attack. It is also well known that sedation (with 
due attention to the dangers of suppression of an 
already fatigued respiratory center) plays an im- 
portant role in the therapy of bronchial asthma, 
partly to overcome the stimulating effects of sym- 


767 


Ss 
n 
1- 
ic 
a 
i- 
ns 
e. 
ry 
ay 
at 


pathomimetic medications, but also to allay anxie- 
ties inherent to any respiratory crisis. 


Tranquilizing Drugs 


The question of whether or not the new tran- 
quilizing drugs have more than a nonspecific effect 
in pulmonary disease has not as yet been settled. 
Chlorpromazine has an anti-epinephrine effect, 
but probably only in dosage somewhat larger than 
that ordinarily used and therefore is not contra- 
indicated in asthma and other allergic states. 


Moyer?! used chlorpromazine intravenously in 
acute asthma with apparent benefit. Other reports 
regarding use of these drugs in asthma are of a 
sketchy nature. 


Meprobamate and rauwolfia and its derivatives 
have definite places in the control of anxiety and 
the hyperventilation syndrome. Rauwolfia has 
some limitations in this regard because in thera- 
peutic doses it often causes nasal stuffiness, which 
forces mouth breathing, and this creates a sensa- 
tion of dyspnea in some patients. 


Rauwolfia may induce premature ventricular 
contractions which are very frightening to nervous 
patients. Also, at times, rauwolfia seems to have a 
depressing effect and this may cause respiratory 
symptoms to seem worse than they really are. 


Summary 

In summary, it may be stated that the emotions 
have just as profound an effect upon the respira- 
tory system as they do upon the gastrointestinal 
tract, cardiovascular system, skin, joints or other 
parts of the body. These are manifest usually by 
nasal stuffiness and the symptom of dyspnea, with 
and without bronchial narrowing. 


Control of these symptoms with pharmaco- 
therapy is only partially successful. Attention to 
the psychic factors is essential, and elimination of 
emotionally disturbing situations or the develop- 
ment in patients of a better understanding of why 
they react the way they do will often be more re- 
warding than careful pulmonary function studies, 
skin tests or therapy directed by these studies 
alone. 


Dr. Alsever Named Secretary 
Of Blood Bank Association 


Dr. John B. Alsever of Phoenix, Arizona, Gen- 
eral Medical Director of Southwest Blood Banks, 
with headquarters in Phoenix was elected secre- 
tary of the American Association of Blood Banks 
at its annual meeting in Chicago Nov. 4-6. 
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Southern New Mexico Clinical 
Meeting 


Sponsored by the Eddy County Medical Society 
Carlsbad, New Mexico 


SATURDAY, DECEMBER 7, 1957 


9:00 A.M.—Registration: Blount’s Restaurant. 


9:15-9:35—“Management of Burns.” Rupert 
Pate, M.D., Carlsbad. George Markle, M.D., 
Carlsbad. 


9:45-10:00—“ Jaundice in the Newborn.” Cath- 
erine Armstrong, M.D., Carlsbad. 


10:00-10:45—“‘Complications of Labor & De- 
livery.” Melvin Bivens, M.D., Albuquerque. 


11:00-12:15 — Panel discussion: “Chest Pain.” 
Moderator: Owen C. Taylor, M.D., Artesia. Mem- 
bers: Theodore Hauser, M.D., Carlsbad; Emmit 
Jennings, M.D., Roswell; James P. Sullivan, M.D., 
Carlsbad. 


12:30-2:30—Luncheon followed by panel discus- 
sion on “Differential Diagnosis of Acute Abdomi- 
nal Pain.” Moderator: Al Haynes, M.D., Clovis. 
Members: Earl Flanagan, M.D., Carlsbad; Sol 
Heinemann, M.D., Carlsbad; J. W. Hillsman, 
= Carlsbad; Ross Manganaro, M.D., Carls- 
ad. 


2:45-3:30—Evaluation of “Newer Methods in 
Laboratory Diagnosis.” L. O. Dutton, M.D., El 
Paso; J. A. Hancock, Ph.D., El Paso. 


3:40-4:45—Panel Discussion: “Management of 
Low Back Pain.” Moderator: C. Pardue Bunch, 
M.D., Artesia. Members: Melvin Bivens, M.D., 
Albuquerque; Sol Heinemann, M.D., Carlsbad; 
R. W. McIntire, M.D., Carlsbad; W. N. Worth- 
ington, M.D., Roswell. 


7:30 P.M.—Dinner at the Silver Spur Restaur- 
ant. Speaker: Capt. J. D. Moseley, M.D., Hollo- 
man Air Force Base. Topic: “Space Flight & 
Human Tolerances to Mechanical Forces.” 


This meeting has been approved for a credit of 
6 hours in Category I by the American Academy 
of General Practice. 


The registration fee of $10.00 includes lunch 
and dinner. An additional $2.50 will be charged 
wives and other non-registrants attending the 
dinner. Please indicate your intentions on the en- 
closed card and drop in mail box. 
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MEETINGS 


Report on the American Fracture Association 
Meeting in El Paso 


The 18th annual meeting of the American Frac- 
ture Association held in El Paso, Sept. 30, Oct. Ist 
and 2nd, 1957, was very successful, and the at- 
tendance was larger than that of Chicago of last 
year even though Chicago is more centrally 
located. 


Dr. Duncan McKeever of Houston gave a very 
excellent talk on “Mechanical Principles Involved 
in the Fixation of Fractures.” He brought out the 
importance of cyclic stress and urged that grafts 
and areas be smoothed out and no sharp depres- 
sions be left which could cause failure of the 
fixation. He emphasized that at the fracture site 
there may be many small fracture lines not grossly 
visible and that fixation should extend well be- 
yond the fracture site on each side. 


Dr. William L. Waldrop of Oklahoma City 
gave a profusely illustrated talk. Dr. Waldrop 
stressed careful diagnosis, accurate reduction, 
careful soft tissue management of hand injuries. 
He showed many extensive hand injuries in which 
the adherence to principles in hand surgery had 
given very good results. 


Dr. Roger Anderson of Seattle, spoke on “The 
Use of Transfixion in External Pin Fixation in 
the Treatment of Fractures.” He brought out the 
principles of careful application of the pins, the 
use of a very strong non-breakable type of pin; 
careful sealing off of the skin wound to the pin 
and adequate and proper follow up studies, 


Dr. I. William Nachlas of Baltimore, gave a 
most interesting paper about injuries to the 
cervical spine. He presented many cases of wide- 
spread symptoms varying from headache to pain 
in the neck and the upper extremity, pain in the 
chest by one patient who thought she had cancer 
of the breast, difficulty in moving the lower ex- 
tremities. 


Dr. Garrett Pipkin of Kansas City, at the pro- 
gram chairman’s request presented an excellently 
arranged talk with beautiful illustrations concern- 
ing a subject in which he is expert namely fat 
embolism. He urged the careful transportation of 
fractures; careful observation of their hemoglobin 
and blood pressure; urine tests using a sizzle test 
which he very successfully demonstrated to de- 
termine fat in the urine. In all probability alcohol 
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helps dissolve the fat emboli. Dr. Pipkin urged 
that fat embolism be treated before the obvious 
manifestations are present. 


Dr. Louis W. Breck of El Paso presented a talk 
concerning hand fractures since one of the speak- 
ers was unable to be here because his mother was 
critically ill, Dr. Beck’s presentation was excellent. 
He covered the standard treatment of fractures of 
the hand well and emphasized the problems 
involved. 


Dr. Homer H. Stryker of Kalamazoo, Mich., 
opened the discussion period and thereby rounded 
up a program of very prominent speakers. 


In the H. D. Junkin Memorial Lecture in honor 
of Dr. Junkin, one of the founders, Dr. Roger 
Anderson presented a very excellent program with 
the details of correct external pin utilization. This 
paper was formally discussed by Dr, Louis W. 
Breck who showed x-rays of a patient whose fore- 
arm fractures had failed to unite despite good fix- 


ation and later bone grafting. By the use of ex- - 


ternal pins over many months’ time the radius 
united and then finally the ulna. All in all over a 
year passed with external pins in this case, The 
end result showed strong bone union and very 
satisfactory position of the bones for this serious 
bony and soft tissue injury case. 


Dr. Franklin Lowe of San Francisco showed 
movies of extremely long period follow ups of 
patients following hip surgery and also he showed 
the use of casts in wedge correction for bow legs 
and knock knees. Patients were treated on an out 
patient basis. 


Dr. Holland had worked for many months on 
a motion picture showing the effective use of 
external pin fixation in fractures and very ably 
demonstrated the correct application of this appa- 
ratus, which is all important if it is to be used 
successfully. Dr. Dana Street covered supplemental 
fixation of medullary nailing of the femur and 
brought out the effective use of added fixation for 
strength and Dr. W. Compere Basom of El Paso 
presented a method whereby the Hansen-Street 
nail could be used for “T” fractures and supra- 
condylar fractures of the lower end of the femur 
by the use of threaded pins through threaded 
drill holes near the lower end of the nail. 
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Dr. 


Jekel Elected President of 


Southwestern Association 


Dr. Louis G. Jekel of Phoenix was elected Presi- 
dent of the Southwestern Medical Association at 
its 39th annual meeting in El Paso, October 9 
through 11, 1957. Dr. Celso C. Stapp of El Paso 
was the retiring president, 

Other new members elected were Dr, A. R. 
Clauser, Albuquerque, N. M., President-Elect; 
Dr. Wendell Peacock, Farmington, N. M., Vice- 
President; and Dr. Russell L. Deter, E] Paso, Sec- 
retary-Treasurer, Named to the Executive Com- 
mittee were Dr. H. D. 
Cogswell, Tucson; Dr. Da- 
vid Rusek, Chihuahua 
City; Dr. Merle Thomas, 
El Paso; Dr. Louis W. 
Breck, El Paso; and Dr. 
Celso C, Stapp, El Paso. 


The 1958 convention 
will be held in Tucson, 
Arizona, October 9 
through 11. 


Speakers Listed 


Speakers at the meeting 
were Dr. William Parson, 
Professor of Internal Med- 
icine and Chairman of the 
Department of Medicine 
at the University of Vir- 
School of Medicine; 
Dr. Oscar Creech, Jr., 
Chairman of the Depart- 
rent of Surgery at Tulane 
University School of Med- 
icine; Dr. E. E. Muirhead, 
Professor of Pathology at 
the University of Texas 
Southwestern Medical School at Dallas; Dr. Fred- 
erick C, Bost, Clinical Professor of Orthopaedic 
Surgery at the University of California School of 
Medicine; Dr. J. S. De Tar, Milan, Mich., Past 
President of the American Academy of General 
Practice; Dr. Robert A. Hingson, Professor of 
Anesthesia at Western Reserve University; Dr. 
Howard P. House, Professor of the Department 
of Otolaryngology at the University of Southern 
California School of Medicine; Dr. Phillips Thyge- 
son, Clinical Professor of Ophthalmology at the 
University of California School of Medicine; Dr. 
Edward A. Banner, Assistant Professor of Obstet- 
rics and Gynecology at Mayo Clinic; and Mac F. 
Cahal, Executive Secretary and General Counsel 
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Dr. Louis G. Jekel 


of the American Academy of General Practice. 

Dr. Jekel, the new president, was born in St. 
Louis, Mo., and received his B.S. in Medical 
Science and M.D. from Washington University 
in St. Louis. He interned and took his residency 
in the Barnard Free Skin and Cancer Hospital and 
the Barnes Hospital in St. Louis. He entered into 
the private practice of medicine in Phoenix in 
1938. 

He is a member of the American College of 
Physicians, the American 
Academy of Dermatology 
and Syphilology, the So- 
ciety for the Investiga- 
tion of Dermatology, the 
Pacific Dermatological 
Association, and the 
Rocky Mountain Derma- 
tological Society. He is a 
Past President of the 
Southwestern Dermatolog- 
ical Society and a former 
Vice - President of the 
Maricopa County Medical 
Society in Phoenix. He 
and Mrs. Jekel have a son 
and two daughters. 


Held in conjunction 
with the Southwestern 
meeitng was the annual 
session of the New Mexico 
Academy of General Prac- 
tice. New officers elected 
iwere Dr. J. A. Rivas, 
Belen, N. M., President; 
Dr. Wendell Peacock, 
Farmington, N. M., President-Elect; Dr. C, Par- 
due Bunch, Artesia, N. M., Vice-President; and 
Dr. Fred Brown, Roswell, N. M., Secretary- 
Treasurer. 


Dr. Lewis Overton, Alburquerque, N. M., was 
elected President of the New Mexico Chapter of 
the Western Orthopaedic Association, which also 
held a meeting during the Southwestern conven- 
tion. Other new officers of the Chapter are Dr. 
Louis W. Breck, El Paso, President-Elect; Dr. J. 
Bonitsky, Albuquerque, Secretary; and Dr. John 
Moore, Roswell, Treasurer. The next meeting of 
the Chapter will be held in Truth or Conse- 
quences January 11, 1958. 
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Southwestern Medical Association 
Meeting in El Paso, Texas, Oct. 9-11 


£ 


NEW AND RETIRING OFFICERS—Left to 
right, back row, are Dr. John Dettweiler, Albu- 
querque, retiring member of the executive com- 
mittee and a past president of the association; Dr. 
Merle D. Thomas, El Paso, member of the execu- 
tive committee; Dr. Louis G. Jekel, Phoenix, new 
president; Dr. Russell L. Deter, El Paso, re-elected 
secretary-treasurer; Dr. Louis W. Breck, El Paso, 


executive committee and managing editor of South- 
western Medicine; front row, Dr. H. D. Cogswell, 
Tucson, executive committee; Dr. A. R. Clauser, 
Albuquerque, president-elect; Dr. Celso C. Stapp, 
El Paso, retiring president and member of the 
executive committee; and Dr. Wendell Peacock, 
Farmington, N. M., vice-president. 


At an anesthesiology luncheon during the meet- 
ing were left to right, back row, are Dr. Frank O. 
Barrett, El Paso, Dr. J. A. Shugart, El Paso, Dr. 
J. C. Dotson, El Paso, Dr. James J. Gorman, El 
Paso, Dr. Philip M. Prieto, El Paso, and Dr. 
Robert E. Haan, El Paso. Front row, Capt. Francis 
R. Applegate, William Beaumont Army Hospital, 


Lt. Col. Marshall D. Jackson, William Beaumont 
Army Hospital, Dr. O. G. Zacharias, El Paso, Dr. 
Alfred Sorensen, El Paso, Dr. Merle D. Thomas, 
El Paso, and Dr. Robert W. Hingson, Professor of 
Anesthesia, Western Reserve University, one of the 
guest speakers. 
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At a luncheon meeting of the New Mexico 
Chapter of the American Academy of General 
i: Practice during the Southwestern meeting were the 
a following (left to right): Dr. W. J. Hossley, Dem- 
i ing, retiring president of the chapter, Dr. Earl L. 
Malone, Roswell, Dr. Harry W. Sellers, Fort Bay- 
ard, Dr. Edwin Walker, San Carlos, Ariz., Dr. T. 
W. Williams, Haskell, Texas, Dr. Oscar Creech, 
Jr., Professor of Surgery and Chairman of the De- 


Comparing notes on the Southwestern program 
are Dr. Cecil A. Robinson of Kermit, Tex., and 
Dr- Jack D. Reedy, Pecos, Tex. 


partment of Surgery at Tulane University School 
of Medicine, who was one of the guest speakers, 


Dr. Leland S. Evans, Las Cruces, Dr. Steve Mar- 
shall, Roswell, Dr. H. O. Lehman, Portales, Dr. J. 
A. Rivas, Belen, new president, Dr. J. J. Johnson, 
Jr., Las Vegas, Dr. Junius Evans, Las Vegas, Dr. 
David L. Greenlees, Odessa, Tex., and Dr. John 
H. Scott, Truth or Consequences, N. M. 


Dr. Frederick C. Bost of San Francisco, guest 
speaker and president of the American Academy 
of Orthopaedic Surgeons, (left) chats with Dr. 
Myron G. Rosenbaum, Albuquerque, president of 
“the New Mexico Orthopaedic Association. 


At an EENT luncheon at the Southwestern 
meeting clockwise around the table from+the fore- 
ground are Capt. Donald L. Browning, William 
Beaumont Army Hospital, Capt. Walter B. Eidbo, 
William Beaumont, Dr. Robert N. Caylor; El Paso, 


Dr. W. G. Morrow, Jr., El Paso, Dr. G. M. Wal- 
lace, Lubbock, Dr. Charles Elsberg, El Paso, Dr. 
Clay Gwinn, Carlsbad, Dr. William D. Radcliffe, 
Belen, N. M., and Dr. Otto Gambacorte, Tucson. 
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r, Eugene H. Chapman and Dr. Ward Studt, 
h of the Carrie Tingley Hospital for Crippled 
ildren at Truth or Consequences, N. M. 


At the EENT luncheon are, left to right, Dr. 
Frank P. Schuster, El Paso, Dr. Howard P. House, 
Professor of the Department of Otolaryngology at 
the University of Southern California School of 
Medicine and guest speaker, Dr. W. E. Vandevere, 
El Paso, Dr. Sherwood Burr, Tucson, Capt. James 
H. Brandenburg, William Beaumont Army Hos- 
pital, Capt. Donald L. Browning, William Beau- 
mont, (foreground) Dr. Phillips Thygeson, Clinical 
Professor of Ophthalmology at the University of 
California School of Medicine and guest speaker, 
and Dr. John D. Martin, El Paso. 


Above, officials of the New Mexico Medical 
Society held a constitution and by-laws committee 
meeting during the Southwestern convention and, 
left to right, they are Dr. James C. Sedgwick, Las 
Cruces, N. M., president-elect of the New Mexico 
Medical Society, Dr. Stuart W. Adler, Albuquer- 
que, past president of the Society, Dr. E. H. Del- 
linger, Las Vegas, N. M., Dr. C. Pardue Bunch, 
Artesia, N. M., committee chairman, Dr. Samuel 
R. Ziegler, Espanola, president of the Society, 
Ralph Marshall, Albuquerque, executive secretary, 
and Dr. Warren Hall, Silver City. On the right, 
doctors join El Pasoans in the lobby of the Hotel 


Paco del No Ne Word eries 


At the registration table, left to right, are Mrs. 
H. D. Garrett, president of the El Paso County 
Medical Society Auxiliary, Mrs. Leigh Wilcox of 
the El Paso Auxiliary, Mrs. Evelyn Drennan of El 
Paso, Dr. H. D. Garrett, El Paso, Dr. and Mrs. 
F. G. Evans and (standing) Dr. James J. Gorman 
and Dr. Wickliffe Curtis, both of El Paso. 


Dr. H. D. Pate and Dr. R. W. McIntire, both of 
Carlsbad. 
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Left to right above are Dr. George C. Anison, 
Albuquerque, Dr. James S. Walsh, Douglas, Ariz., 
Dr. C. M. Stanfill, El Paso, Dr. John D. Martin, 
Fl Paso, and Dr. Phillips Thygeson, guest speaker. 
On the right are Dr. A. FE. Luckett, El Paso, (left) 
and Dr. H. O. Lehman, Portales, N. M. 


Bud Hyer, El Paso, of Winthrop Laboratories Dr. Steve Marshall of Roswell and Stuart Hut: 
demonstrates an item to Miss Sylvia Anderson, son, El Paso, Southwestern Surgical Supply. 
Public Health nurse for the city of El Paso, while 
Ron Bishop of Denver, Winthrop, looks on. 


William M. Coulter, El Paso, Mead Johnson Dr. J. Bronitsky, Albuquerque, visits with Mr. 
and Co., and Mrs. Astrid Keck, El Paso Public and Mrs. R. C. Miller, Ethical Pharmacal Co. of 


Health nurse. San Antonio. 


Exhibitors at the meeting lunching together are, Sons, Leroy Koepp, El Paso, Squibb, Dick Car- 
left to right, H. N. “Wally” Walsdorf, San An-  ruthers, Albuquerque, William S. Merrell Co., 


tonio, Mission Pharmacal Co., Tom Gorman, El 
Paso, Parke, Davis and Co., Billy Moore, El Paso, 
Upjohn, H. A. DuBose, El Paso, E. R. Squibb and 


Wayne Hales, Denver, G. D. Searle and Co., and 
Stan Kasprzytcki, San Gabriel, Calif., Desitin 
Chemical Co. 
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CURRENT THERAPY 


Aralen in Rheumatoid Arthritis 


By Jack A. Bernarp, M.D., El Paso 


Recent newspaper accounts with subsequent 
patient inquiries of chloroquine in rheumatoid 
arthritis warrants its discussion in this month’s 
column. 

For several years the antimalarial drugs have 
been used in the treatment of lupus erythemato- 
sus. See Current Therapy: Southwestern Medi- 
cine: September 1955: Dr. H. D. Garrett, “The 
Newest Treatment of Lupus Erythematosus from 
the Dermatologist’s Viewpoint”. In the course of 
such studies it was noted that the joint symptoms 
in some patients were improved, so it was a logical 
step to try these drugs in patients with rheumatoid 
arthritis. 

The mechanism by which the drugs produce 
their effect is not known. There is no primary 
analgesic action. The process of improvement is a 
slow one and there is a latent period of action of 
a month or more. 

Chloroquine Substituted 

At first Quinacrine (Atabrine) was used but 
because of its toxicity, particularly the discolora- 
tion of the skin, chloroquine (Aralen) was substi- 
tuted. There have been various reports as to its 
benefits. 

Of course, in a disease such as rheumatoid 
arthritis, with so many exacerbations and remis- 
sions, it is indeed difficult to determine the true 
effect of the drug. However, it certainly seems to 
be of some benefit in many cases and makes the 
patient feel better and look better, with little 
toxic effects reported. 


Various dosages have been tried but Winthrop 
Laboratories, in view of Bagnall’s work, recom- 
mends a dosage of 250 mg. daily as a single dose 
at the evening meal. 

Persistence of treatment is very important and 
at least three months or more should be tried 
before stopping treatment. 

Dermatitis Reported 

As to toxicity, dermatitis was reported in about 
40 per cent of the patients. Leukopenia may occur 
but agranulocytosis has not yet been reported. 
The leukopenia reversed on discontinuance of 
therapy. Gastro-intestinal disturbances and tem- 
porary blurring of vision may occur. 

If side effects do occur with Aralen, hyderoxy- 
chloroquine (Plaquenil) may be substituted. Dos- 
age is 400-600 mg. daily with the usual mainte- 
nance dose of 200-400 mg. daily. 

Open To Question 

Finally, it is realized that the absolute effective- 
ness of Aralen in rheumatoid arthritis is open to~ 
some question but the same statement can be 
made of gold therapy, which has been used for 
over twenty-five years now; the lower toxicity of 
Aralen would favor its usage. At any rate, for 
those who treat such a difficult and trying disease 
as rheumatoid arthritis and who have tried all 
the various remedies, here is another drug that 
has shown to be of some value in some cases 
and its trial would certainly seem justified. Dosage 
is 250 mg. daily as a single dose at the evening 
meal. 


New Mexico Improves 


An increasing concern over the ability of many 
patients to pay for surgery or hospitalized medical 
care was one of the reasons for the recent revision 
of New Mexico Physicians’ Service, Dr. W. H. 
Peacock, its president, reported. 

“We see too many patients whose insurance is 
inadequate. They bought cheap protection and got 
what they paid for. Unfortunately, many don’t 
find this out until it is too late,’ Dr. Peacock 
stated. 

He added that the New Mexico Medical So- 
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Prepaid Medical Care 


-ciety’s plan, being relatively free of restrictions, 


with surgical and medical schedules that are about 
50 per cent higher than previously, is not cheap, 
but it is the best protection that the Board of 
Trustees has been able to work out for patients in 
the lower middle income bracket. 

The policies of the New Mexico Physicians’ 
Service are determined by a committee of fifteen 
physicians, elected by the State Medical Society, 
who also supervise its operation by approved in- 
surance companies. 
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MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 


EL PASO GENERAL HOSPITAL 


October 17, 1957 


Freperick P. Bornstein, M.D., Eprror — Case No. 897 
Presentation of case by Dr. J]. J. Hornisher 


History—Dr. Nathan Kleban: 


A 24-year-old married Latin-American house- 
wife entered this hospital because of weakness of 
the right arm and leg on May 30, 1957 and died 
on August 9, 1957. 

The patient had suffered no unusual serious ill- 
nesses at any time and denied knowledge of having 
had scarlet or rheumatic fever, Following an in- 
cident of sexual intercourse with a cousin at 14, 
which was her age of menarche, the patient felt 
guilt and shame and went out of the house only 
with her mother and sister. 

An engagement arranged by her sister’s boy 
friend terminated after three months in marriage 
at 21. There followed two uneventful pregnancies 
and deliveries. Her third pregnancy ended in an 
abortion in August, 1955 with the fetus estimated 
to be of one month gestation. 

When pregnant about two months for the fourth 
time, her older child, who was 21 months of age, 
became ill and convulsed. The patient lost con- 
sciousness suddenly as she was holding the baby 
in her arms. Several hours later her mother found 
her lying across her little girl’s lifeless body. 
Exactly how long she was unconscious she did not 
know. 

Her mother thought she had bit her tongue. 
When the infant was buried the patient fainted. 
There was neither aura nor incontinence. Despite 
an autopsy finding of bronchopneumonia as cause 
of death, the patient remained convinced that she 
had killed her child by asphyxiation. 

In November 1956 the patient entered the hos- 
pital in false labor with a mild toxemia of preg- 
nancy. She had severe irregular uterine contrac- 
tions. While being weighed one morning she had 
a syncopal attack, sustained no head injury, 

Because of suspected convulsive seizures a med- 
ical consultant saw the patient, found a mild pre- 
eclampsia, a soft systolic murmur which he was 
unable to localize at any valve area, no abnormal 
neurological signs, suggested that an EEG be 
obtained later. 

On the tenth day true labor began. There was 
an uneventful vaginal delivery using a pudendal 
procaine block about one hour after the amniotic 
sac was ruptured by the attending obstetrician. 
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The placenta was delivered manually one hour 
later. 

An estimated 1500 cc. blood loss occurred. One 
unit of whole blood was started six and one-half 
hours after the delivery of the infant and a sec- 
ond unit was given five days later. The patient 
otherwise had an uneventful puerperal course. 
The baby later died of small intestinal atresia. 

On May 12, 1957, about five and one-half 
months later, while washing clothes, the patient 
noted a severe frontal headache, dim vision, 
drowsiness and a sensation of body warmth. This 
continued until May 20 when her right extremities 
became numb and paralyzed. On admission, right 
hemiplegia, a right Babinski, absent abdominal 
superficial reflexes, and blood pressures of 152/104, 
124/80, 124/78 and 140/90 were observed. The 
next morning the patient was able to walk and 
was discharged to be studied as an out-patient. 

On May 30 the patient was again admitted 
with unchanged right hemiparesis. The admission 
note stated that the patient had had convulsions, 
but these were not further described. 

The past history was not otherwise remarkable, 

There was a question of the patient’s father 
having had hypertension and of a brother having 
had a convulsive seizure. 


Physical Examination 

Temperature 98.6. Pulse 76, regular. Respira- 
tions 20, regular. Blood pressure 130/75. There 
was spastic paresis of the right extremities. A 
right Babinski and bilateral Hoffman signs were 
elicited. A Grade I-II systolic murmur was heard 
over the mitral and tricuspid valve areas. Sensory 
and cranial nerve examinations were within 
normal limits. 
Hospital Course 

A lumbar puncture was done on the day after 
admission. Opening pressure was equivalent to 215 
m.m. of water. A neurology consultant found a 
hemiplegic gait, right Babinski, increased right 
deep tendon reflexes, thought there had been a 
cerebral vascular accident and recommended 
“neuro-surgical consultation for further diagnostic 
procedures to eliminate tumor.” : 

A cardiac consultant found clubbing and a 
continuous murmur in the pulmonic area and 
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thought the patient had a patent ductus arter- 
iosus, sub-acute bacterial endarteritis and cer- 
ebral embolization, Seventeen blood cultures were 
obtained, then 600,000 units of aqueous penicillin 
was given I.M. every four hours from June 14 to 
July 25. 

When the blood pressure was 120/78 an I.M. 
Regitine test was done with little effect on blood 
pressure but the production of a severe headache. 

On June 21 a pneumo-encephalogram was done. 
Pressure was said to be normal. 

The patient was free of fever except after the 
neurosurgical diagnostic procedure and about the 
last two weeks. 

On June 19 the nurses’ notes recorded an “ap- 
parent grand mal seizure.” The patient complained 
increasingly of headache. Incoherent and difficult 
speech were noted on July 5. On July 9 there were 
involuntary contractions of muscles of the face 
and arms. 

Nausea and vomiting appeared, Spinal fluid 
pressure on July 16 was the equivalent of 592 
m.m. of water. On July 24 the neurosurgical con- 
sultant observed swelling of the right optic nerve 
head, hemorrhage of the left retina. On August 1 
the cardiac consultant believed that the patient 
had a brain abscess, Dilantin, penicillin and strep- 
tomycin were given for the last several weeks. 

Lethargy, stupor and coma terminated in cen- 
tral respiratory failure, shock, pulmonary edema 
and death on August 9, 1957. 


Laboratory Findings 


Blood counts: May 31—Hb. 10.3 gms., Ht. 
36%, WBC 6,500, Segs. 68, Lymphs. 24, Monos. 
3, Eosin. 4. June 7—Hb. 1 gms., Ht. 41%, WBC 
4,700, 40 Segs., 34 Lymphs, 2 Monos, 3 Eosin. 
June 20—Hb. 11.1 gms., Ht. 39%, WBC 9,350, 
Segs. 75, Lymphs. 22, Monos. 1, Stabs. 2. July 12 
—Hb. 13.5 gms., Ht. 43%, WBC 8,300, Segs. 67, 
Lymphs. 33. July 15—Hb. 11 gms., Ht, 42%, 
Segs. 68, Lymphs. 30, Eosin. 2, WBC 7,800. 

Blood chemistry: May 31 — Urea nitrogen — 
10.7 mg%. Blood sugar—91 mg%. 

Serology: May 31—Negative. 

Urinalysis: June 3—S.G. 1.015, alkaline, sugar 
and albumin negative, 0-6 WBC, 1+ Ep. cells. 


June 17—S.G. 1.030, acid, sugar and albumin neg- | 


ative, 4-6 WBC, Ep. cells 34-, 24 Calc. Ox. Aug. 
2—S.G. 1.016, many WBC, many RBC, trace of 
albumin and trace of sugar, motile packed bac- 
teria. 

Sedimentation rate: August 5—4 mm. 

Spinal fluid: June 1—Total protein 18.0 mg.%, 
WBC, 0, Polys 0, Lymph. 0, Sugar 58 mg.%. July 
15—Total protein 16.5 mg.%, Lymph. 6, WBC 6, 
Polys 0, Sugar 77 mg.%. 

X-rays: July 22—Skull X-rays: Skull negative 
for evidence of depressed fracture or increased 
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intracranial pressure. June 21—Pneumo-encephal- 
ogram—Negative for evidence of space-taking le- 
sion. 

May 31, 1957—Skull and chest: “Healthy chest. 
No evidence of congestive failure or cardiac en- 
largement. Skull negative for evidence of de- 
pressed fracture or increased intracranial pressure. 
Air studies are recommended for further evalu- 
ation”, 

Electrocardiograms—May 31—‘Normal.” June 
25—“Possible lateral myocardial damage. Suggest 
repeat records with additional leads V-7 and V-8 
and leads above and below V-5 and V-6”. 

Electroencephalogram June 3, 1957: “This re- 
cord shows frequent seizure discharges with left 
hemisphere localization especially left temporal. It 
is apparent that we are dealing here with a tem- 
poral lobe epilepsy which is of such proportion 
that it would be expected to show up also on air 
studies. Bipolar studies and monopolar studies con- 
firm this localization but it is not limited to the 
temporal lobe left”. 


X-Ray Discussion—Dr. Fred W. Seymour 

On the skull, the first examination was pri- 
marily done to rule out fracture. It showed no 
evidence of brain pathology. Later an air study 
was done. 

I don’t believe there is quite as much air as I 
like to see. However, both horns showed up firm 


and well and while there may be a questionable 


difference in size on the two sides, the difference 


‘between the two is not of diagnostic significance. 


About two years ago there was a report from 
Michigan on air studies in brain tumors. They 
found that approximately 65 per cent of the cases 
could be diagnosed by neurological findings. About 
20 per cent of the cases could be picked up on a 
flat film of the skull. 

In approximately 65 per cent of those that had 
tumors diagnosed by encephalograms, the tumor 
was above the tentorium, With the ventriculo- 
grams, tumors below the tentorium were diagnosed 
in approximately 80 per cent of the cases, but it is 
to be remembered that that was a particularly 
selected group of cases where there was reason to 
make such an investigation. 

Cerebral arteriograms again were close to 80 
per cent in their accuracy because of the type of 
case that was studied by that means, We have 
nothing here to show a space-taking lesion, which 
leaves it up to somebody else to come up with 
some helpful information. 


Clinical Discussion—Dr, J. J. Hornisher 


Eighty per cent of all brain lesions can be 
diagnosed by good histories. We are a bit handi- 
capped here with the history. The history as I 
received it at the time of the EEG was that this 
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woman was in the hospital because she had fallen 
on her baby, the baby was found dead. This made 
the newspapers and she was brought to the hos- 
pital. 

I never did see this patient, I just saw the 
electroencephalogram and had the impression that 
she had something really very serious in the left 
frontal lobe, all the way down through the left 
temporal lobe. Let’s just go through some of the 
record again, which is very well prepared by Dr. 
Kleban. 


In Good Health 


“She suffered no unusual serious illness and was 
in good health. She was sorry about the relations 
with her cousin.” I would not attach any signifi- 
cance to that except a judgment defect but it 
hardly could be associated with a condition ten 
years later, 

There were uneventful pregnancies, the third 
pregnancy ended in an abortion, that’s in 1955, 
and these are things that could happen to anyone 
and we really haven’t come across anything that is 
of significance. 

When she was pregnant about two months for 
the fourth time, about February of 1956, there is 
some history of fainting and possibly a history of 
a convulsive disorder, I see nothing of significance 
yet that we can tie up to it. 

We often come across people at autopsy with 
brain tumors that had none of these symptoms. 


Syncopal Attack 


In November, 1956 the patient entered the hos- 
pital in false labor and mild toxemia of pregnancy, 
had severe irregular uterine contractions, and 
while being weighed one morning she had a 
syncopal attack. 

Now that is probably the first fainting spell that 
she had. 

There was no head injury. At that time there is 
reference to a systolic murmur, she probably had 
some sort of heart condition, but no EKG was 
done at that time. On the tenth day after labor 
there was an uneventful delivery. 

‘May 12, 1957, about five and one-half months 
later, while washing clothes, the patient noted a 
severe frontal headache, dim vision, drowsiness 
and a sensation of body warmth. 


Numb Extremities 


This continued until May 20 when her right 
extremities became numb and paralyzed. On 
admission right hemiplegia, a right Babinski, 
absent abdominal superficial reflexes, and blood 
pressures of 152/104, 124/80, 124/78 and 140/90 
were observed. 

The next morning the patient was able to walk 
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and was discharged to be studied as an out- 
patient. On May 30 the patient was again admit- 
ted with unchanged right hemiparesis. 

The admission note stated that the patient had 
had convulsions, but these were not further de- 
scribed.” Convulsions, paralysis and pyramidal 
tract signs were mentioned. 

Physical Examination: Temperature 98.6, Pulse 
76, regular. Respirations 20, regular. Blood pres- 
sure 130/75. There was spastic paresis of the right 
extremities, 

A right Babinski and bilateral Hoffman signs 
were elicited. A Grade I-II systolic murmur was 
heard over the mitral and tricuspid valve areas. 
Sensory and cranial nerve examinations were 
within normal limits. 

I would wonder if she didn’t have a seventh 
nerve paralysis from the hemiplegia as described 
here, she also must have had some kind of facial 
involvement but that’s passed over, she probably 
had some difficulty swallowing. 

Then there was a cardiac consultation which in- 
dicated that she probably had a ductus arteriosus, 
there was a suspicion of a subacute bacterial 
endocarditis, with a cerebral embolism. 

She had 17 blood cultures, all normal, and 
enough penicillin certainly to take care of any 
infection. The blood pressure was 120/78, she had 
a Regitine test done and all it produced was a 
severe headache. 


Electroencephalogram 


On the third day after this admission she had 
an electroencephalogram. The record showed fre- 
quent seizure discharges with left hemisphere 
localization, especially left temporal. 

I wrote in “it is apparent that we are dealing 
here with left temporal lobe epilepsy which is of 
such proportion that it would be expected also to 
show on air studies.” 

Bipolar studies and monopolar studies confirm 
this localization but it is not limited to temporal 
lobe on the left side indicating that it was a rather 
extensive thing, that the seizure discharges were 
coming from the temporal lobe, but it is possible 
that other areas were so extensively destroyed that 
the seizure discharges were not coming from there. 

Could this be a cerebral vascular accident? A 
cerebral vascular accident is sudden in onset and 
does not progress. A tumor rarely is sudden in on- 
set, unless there is hemorrhage into the tumor. 

If the patient in addition has abnormal discs 
and choking from increased intracranial pressure, 
it is more difficult, but if the cerebro-spinal fluid 
is bloody immediately after the symptoms it would 
point toward an intracerebral hemorrhage. 
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This fluid was clear and normal, Now failure to 
establish the diagnosis before operation is not 
serious or very important because operative treat- 
ment is indicated even in such cerebral vascular 
accidents, Protein examination is important but 
this one was normal. 

If the protein is, say from 50 to 75, we would 
look for cerebral vascular accidents, but as a rule 
tumors run over a hundred. 


Grand Mal Seizure 

On June 19 the nurses’ notes recorded an ap- 
parent grand mal seizure. The patient complained 
increasingly of headache. Incoherent and difficult 
speech were noted on July 5. On July 9 there were 
involuntary contractions of muscles of the face 
and arms. 

Nausea and vomiting appeared. Spinal fluid 
pressure on July 16 was the equivalent of 592 
m.m. of water. On July 24 the neurosurgical con- 
sultant observed swelling of the right optic nerve 
head, hemorrhage of the left retina, On August | 
the cardiac consultant believed that the patient 
had a brain abscess, Dilantin, Penicillin and Strep- 
tomycin were given during the last several weeks. 

A brain abscess is something to be considered 
here because there were other reasons to suspect 
that the patient had emboli. A brain abscess would 
indicate a very rapid increase in size, therefore 
the patient ought to have choked discs and should 
have had it early. 


She hardly could have developed a brain abscess 
with a treatment of 600,000 units of Penicillin 
every four hours, The third and sixth cranial 
nerves can hardly escape a brain abscess because 
there is such a generalized pressure and there 
ought to be a wealth of neurological evidence in a 
brain abscess. 

The cell count is directly related to the stage 
of encapsulation and its nearness to the surface. 
In early encapsulation of an abscess near the ven- 
tricle or near the sub-arachnoid spaces the cell 
count is elevated. It may be up high, up to say 
50,000. 

The better the abscess is encapsulated, the 
better it is walled off, the lower the count. If the 
abscess is developing the white count should in- 
crease, if the abscess is localized the count would 
go down. 

But the constant zero count would eliminate the 
possibility of an abscess, Now again proteins vary 
in abscess, protein in an abscess say runs 45 to 
200 in 75 per cent of the cases, The colloidal gold 
usually shows a meningitis type of a curve in 
abscess or it may be a paretic type of curve with 
a 5554321. 

If the sugar is under 40-45 we can feel that 
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bacteria have also gotten into the spinal fluid. So 
as far as the possibility of this being an abscess, it 
doesn’t fit the clinical picture, 

There are some laboratory findings which sug- 
gest a mild anemia but no infection, the white 
count was always 5000, 4000. Serology is nega- 
tive. The gold curve throws us off the track with 
zero, zero, zero all along the line, but gives us 
some information, that we are not suspecting an 
abscess. 

I thought she had a terrific process which 
should show up on air studies. 

It is possible that an early lesion with great 
electrical disturbances be without anatomical dis- 
location. Accepting then the air studies as normal 
puts us off the track again, 

I assume that we are dealing here with a 
rapidly progressive space-occupying lesion. While 
in the first part of the picture there is no change 
in the size of the lesion, soon we see that spinal 
fluid pressure has doubled and certainly by that 
time there would be abnormal findings in the 
ventricles and protein but those studies were not 
made at a later date. 

I would feel that this is a rapidly progressive 
process but not quite like an abscess, The electrical 
activity coming from the temporal lobe would be 
the only active area that is left from which we_ 
receive some information so that the greater defect 
in this individual would be above the temporal 
lobe, therefore in the frontal lobe. The rest of the 
picture suggests a rapidly progressing glioma of 
probably a few months duration. 

The electroencephalogram shows a defect in the 
left hemisphere, worse in the temporal lobe, com- 
paring the left temporal against the right tem- 
poral, The right temporal lobe is pretty good, The 
left temporal lesion produces seizure discharges 
and the convulsions suggest a tumor type activity. 
in the entire left hemisphere except the posterior 
portion. 

In summary, my diagnosis would be a rapidly 
enlarging tumor, probably glioma with hemor- 
rhage in the left temporal and frontal lobes. The 
tumor is probably of a few months duration, 


Dr. W. P. Stratemeyer 


What impressed be about that girl, and we were 
really in the dark about her, was the rapid pro- 
gression of the disease and the fast deterioration 
of this girl. She arrived with a mild right hemi- 
paresis and within a few weeks or a month or so 
it became very severe, her right arm was drawn 
up, one couldn’t bend it at all. 

On the 24th of July we noted very severe swell- 
ing of both optic discs. The left one was covered 
with much hemorrhage. 

She had severe papiledema on both sides at that 
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time. It is not mentioned here but I believe in 
June she didn’t have any papiledema at all. When 
the pneumoencephalogram was normal we really 
thought that there was no space-occupying lesion 
there. 

I didn’t see her after that until maybe a month 
later and I was aghast at the way the girl had 
deteriorated. Then, seeing that papiledema, we 
were pretty sure she had a space-occupying lesion 
but didn’t know where. 

Before we could get on to do anything, she 
died. We didn’t think she had a tumor until we 
came back and saw that papiledema. I think she 
had a tumor but I don’t know where. 

Dr. J. E. Stern 

I think it is a very interesting and instructive 
case, well presented, Retrospectively it is relatively 
easy for us to say the patient had a space- occupy- 
ing lesion, probably a tumor, and that the de- 
velopment of the symptoms and signs easily bears 
that out. 

I get the impression on reading the protocol 
that the clinicians were thinking from the begin- 
ning in terms of a cardiac lesion, either a con- 
genital or rheumatic, and that they were thinking 
in terms of embolization with infarction of the 
brain and paralysis on the opposite side of the 
body. 

Speaking only from the standpoint of the elec- 


troencephalogram I would like to say again that 
serial electroencephalograms in this case would 
have been exceedingly valuable because the elec- 
trical changes produced by infarction usually in- 
volute very rapidly, while the electrographic 
changes especially tumor and to perhaps a lesser 
extent abscess, progress inevitably until either de- 
compression is done or the patient dies. 

I think in this case, although the clinicians may 
have had a pretty firm idea about embolization 
and brain infarction, it would have been modified 
completely if they had had serial tracings because 
without any doubt this tracing would not have 
improved and would probably have gotten worse, 
whereas an infarction would have cleared up 
rather rapidly. 


Dr. Jack Postlewaite 

I believe in this case that we are missing the 
diagnosis altogether. You have a patient here who 
doesn’t conform to the inflammatory lesion. I 
don’t believe you will ever find a normal spinal 
fluid in an inflammatory lesion of the brain. 

If you find a normal cell count you won’t find 
a normal protein, and our proteins are unreliable 
but not that unreliable. Normal spinal fluid pres- 
sures until the terminal event has a significant 
mention here. 

Hemorrhage into the tumor is a good possibility, 
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but there is another space-occupying lesion that 
a person with multiple congenital lesions would 
have which ends up with terminal epilepsy and 
ultimately shows an encephalopathy picture. 

I think this patient may turn into some sort 
of congenital lesion of the brain which does not 
show on the previous air studies and which would 
have shown could it have been done at the time 
she hemorrhaged into this lesion, or the lesion was 
vascular to begin with. 

An aneurysm of the brain is the most common 
lesion in a young person and it may not become 
symptomatic until they are adult, with a mild 
eclampsia or with childbirth or a basketball game. 

I have had two of these cases, therefore I think 
we could make such a diagnosis as an aneurysm 
which finally burst that dilated to the point to 
become symptomatic, 

We may have had a lesion we could have treat- 
ed surgically such as ligation or intracranial thera- 
py. I don’t believe another congenital lesion would 
do this; for example a cyst of the brain should 
have shown as a space-occupying lesion. 

I have asked the question whether this ence- 
phalogram might be abnormal because of an 
absence of the cortex in this area rather than the 
presence of the vascular or space-occupying lesion. 
Then it occured to me are all our findings uni- 
lateral? She had a bilateral Hoffman. 

Does a bilateral Hoffman mean bilateral disease 
or would there be a brain stem lesion or one near 
the aqueducts causing acute ventricular dilatation ? 

Multiple congenital lesions don’t exclude the 
central nervous system, and I am inclined to be- 
lieve the observation of clubbing of the fingers and 
something suggestive of a patent ductus arteriosus 
would lead us to believe that a third congenital 
lesion was possible. 

I wonder if we ever see a neoplastic disease 
of the central nervous system without something 
in the spinal fluid, no matter how deeply the 
neoplasm is located, such as protein cells or some 
other alteration. 

Dr. Nathan Kleban 

The reason her past history was given was that 
at the time when she was in false labor it was 
felt that this girl had gone through a period of 
severe psychic trauma. 

Even after she was admitted with hemiparesis 
there apparently was some question in the minds 
of the house officers who saw her as to a hysterical 
conversion reaction, and I presume that was when 
he was obtaining the history and before he did the 
physical examination. 

Exactly when this process started of course is 
an interesting question and we don’t know whether 
the syncopal attacks that she had, and she had 
three before the disease became more severe and 
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progressive, were related to the disease which 
killed her. 

There certainly was a time despite the nature 
of the lesion when this was a curable disease and 
this patient was being seen in this hospital before 
her symptoms became very severe. 

I was the individual who saw her at her fourth 
delivery and it was Dr. Baca who asked me to see 
her because there was a question of convulsions. 

It was never clear whether she had actually pure 
syncopal attacks or whether she had convulsive 
seizures. Whether there was any relationship be- 
tween the difficult labor she had and this disease 
is a question too. | 

I put in here the fact that she had severe bleed- 
ing with the fourth delivery and her having one 
pint of blood six and one-half hours later and the 
second pint five days later because of the question 
of possible brain damage. 

Dr. E. S. Crossett: 

I would like to ask a question. This woman had 
a congenital heart which caused her to have an 
acyanotic type of heart disease. 

She should not have had clubbing of the fingers 
from this type of heart disease necessarily so that 
the clubbing of the fingers would suggest that the 
patient had an endocarditis. 

Now the idea that this was an embolus or an 
infection has been discounted by all the neurologi- 
cal consultants. I wounder if it could be possible 


or could it fit the picture that an embolus occurred | 


which did not produce a space-occupying lesion 
or sign of infection such as high protein and so on 
initially but which subsequently caused a brain 
abscess to develop or some necrosis in the brain 
with cyst formation and a space-occupying lesion. 

Could you discount this? This woman did have 
pretty good evidence of a sub-acute bacterial 
endocarditis. 
Dr. F. P. Bornstein 

If I may answer part of the question—the septic 
embolus, by producing a subsequent infection and 
an abscess can produce a space-occupying lesion. 
A bland embolus with hemorrhagic infarction will 
produce a small amount of edema but from then 
on the lesion with phagocytic activity and even 


.with cyst formation, will be a shrinking lesion. 


Only if you have the superimposed element of 
infection will you get a space-occupying lesion on 
an embolic base. 

Clinical Diagnosis: 1. Sub-acute bacterial endo- 
carditis with emboli. 2. Possible space-occupying 
lesion of the brain. 

Dr. Hornisher’s Diagnosis: Rapidly enlarging 
tumor, probably glioma, with hemorrhage in the 
left temporal and frontal lobes. 

Pathological Diagnosis: Oligodendroglioma, left 
frontal lobe, with hemorrhage. 
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Pathological Discussion—Dr, F. P. Bornstein: 


On autopsy we found a slender 25 year old 
woman. In the chest and abdomen the only perti- 
nent findings concerned the heart, which showed 
a typical mitral insufficiency. 

The brain weighed 1200 grams and was marked- 
ly edematous. The gyri of the brain were widened 
and flattened out. Upon inspection of the brain, 
bulging was noticed at the medial surface of the 
left frontal lobe. 


In this area the gray substance showed petech- 
ial hemorrhages. Upon making a coronal] section 
through the left hemisphere a hemorrhagic mass 
measuring about six cm. greatest diameter and 
about oval in shape was located in the left frontal 
lobe about two cm. below the cortex. (Fig. 1) 


Figure 1 


The hemorrhage and tumor both extended 
medially across the corpus callosum from the left 
into the right hemisphere, In addition the tumor 
extended posteriorly through the parietal to the 
margin of the left occipital lobe. 

On microscopic examination there was a_cellu- 
lar gliomatous tumor found which had two charac- 
teristic features. Firstly, many of the cells were 
rather large and were surrounded by a light halo 


Figure 2 
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Figure 3 


(Fig. 2) Secondly, numerous calcified bodies were 
present throughout the tumor (Fig. 3). 

In view of these observations, the tumor was 
classified as an oligodendroglioma. The clinical 
history fits that of an oligodendroglioma. These 
tumors occur in fairly young people. They grow 
rather slowly and are preferably located in the 
cerebral hemispheres. 

I am convinced the tumor progressed rather 
slowly and that the early syncopal attacks were 
part of the clinical picture. The rapid deteriora- 
tion occurred when the tumor became hemorr- 
hagic, rapidly increased in volume and produced 
all the signs of an acute space-occuying lesion. 
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In a two-year study! by Lichstein and co- 
workers, documented by intensive personal 
observation and by follow-up studies, Pro- 
Banthine (brand of propantheline bromide) 
often brought immediate relief of ulcer pain. 
Patients (11 per cent) who did not respond 
satisfactorily to Pro-Banthine therapy had 
“anxiety manifestations of psychoneurotic 
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In addition to frequent immediate sympto- 
matic relief, Pro-Banthine reduces gastroin- 
testinal motility and diminishes the secretion 
and acidity of gastric juice, all-important 
factors in the generation and aggravation of 
peptic ulcer. 

These actions of Pro-Banthine and its 
demonstrated effectiveness in accelerating ul- 
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Pro-Banthine’ provides rapid 
control of pain in peptic ulcer 


cer healing?-® mark the drug as a most valu- 
able adjunct in the treatment of peptic ulcer. 
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tablet with meals and two tablets at bedtime. 
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in bottles of 100. 

Usual adult dosage: 

2 tablets 14-hour before meals and 2 to 4 at 
bedtime (or 2 tablets four times daily). 
Pamine-Phenobarbital Elixir contain- 
ing 1.25 mg. methscopolamine bromide, 
and 8 mg. (1% gr.) phenobarbital per 5 cc. 
teaspoonful. In pint bottles. 

Usual adult dosage: 

2 teaspoonfuls four times daily. 


The Upjohn Company, Kalamazoo, Mich. 


@ TRADEMARK, REG. U.S. PAT. OFF. 
THE UPJOHN BRAND OF 
METHSCOPOLAMINE BROMIDE ~ 
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the chill 
the cough 
the aching muscles 


the fever 


Viral upper respiratory infection.... For this patient, your management will be twofold— 
prompt symptomatic relief plus the prevention and treatment of bacterial complications. 
PEN- VEE-Cidin backs your attack by broad, multiple action. It relieves aches and pains, and 
reduces fever. It counters depression and fatigue. It alleviates cough. It calms the emotional 
unrest. And it dependably combats bacterial invasion because it is the only preparation of its 
kind to contain penicillin V. 


SUPPLIED: Capsules, bottles of 36. Each capsule contains 62.5 mg. (100,000 units) of penicillin V, 194 mg. of 
salicylamide, 6.25 mg. of promethazine hydrochloride, 130 mg. of phenacetin, and 3 mg. of mephentermine sulfate. 


Penicillin V with Saticylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate, Wyeth Philadelphia 1, Pa. 
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tetracycline— 
outstanding 
broad-spectrum 
antibiotic— 


now activated 


for higher, 
blood, levels 


TETRACYN 


TETRACYCLINE-PHOSPHATE BUFFERED 


capsules, 250 mg. 


Mew orange-flavored 


TETRABON 


ETRACYCLINE-PHOSPHATE BUFFERED HOMOGENIZED SYRUP 


ready-mixed liquid for oral administration 
125 mg. per 5 cc., bottles of 2 oz. and 1 pint 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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My patients complain thut 
the pain tablets I prescribe 
are too slow-acting... 
they usually take about 

30 to 40 minutes to work. 


Why don’t you try 

the new analgesic 

that gives faster, 
longer-lasting pain relief? 


CLINICAL 
COLLOQUY 


It’s Percodan*—relieves pain 
in 5 to 15 minutes, 

with a single dose 

lasting 6 hours or longer. 


How about side effects? 


No problem. For example, 
the incidence of constipation — 
with Percodan*‘ is rare. 


Sounds worth trying — 
what’s the average adult dose? 


One tablet every 6 hours. 
That’s all. 


Where can I get 
literature on Percodan? 


Just ask your Endo detailman 
or write to: 


indo 


ENDO LABORATORIES 
Richmond Hill 18, New York 


*U. S. Pat. 2,628,185. PERCODAN contains salts of dihydrohydroxycodeinone and 
homatropine, plus APC. May be habit-forming. Available through all pharmacies 
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with new 


geriatrics fee/ better... faster... /onger 


without stimulation... without letdown 


We won't predict that pole vaulter...Class of °19... 
is going to make it... 


We don’t recommend such strenuous exercise 
for geriatric patients...even when they’re 
faithfully taking Viriatric tablets. 


We do recommend that you prescribe Viriatric 
for geriatric patients and we do predict that 
they'll feel better... faster...longer... 

without alcoholic or amphetamine stimulation... 
when they take two Viriatric tablets twice a day. 


In cases where stimulants are advisable, they 
may be prescribed separately. 


Some of the important Viriatric features are... 
» Glycine and L-Lysine provide amino acid supplements 
» Balanced blend of hormones help prevent metabolic degeneration 
> Balanced blend of digestive enzymes for improved digestion 
» Niacinamide promotes psychiatric orientation, 
improved skin tone, muscular and joint mobility 


Ethically promoted Viriatric Tablets... for geriatrics... 
available at all pharmacies in bottles of 100. 


| BOYLE BOYLE & COMPANY, Los Angeles 54, California 


Each Viriatric tablet contains: 


Methyl Testosterone .......... 
Es radiol 
min 


Biotin 2. Bile Mixed 


inc : 
Rutin 

Chollve Bitartrate i00.¢ 
Lysine Monohydrochioride. ... 7. 
Betaine Hydrochloride 25. 
Pancreat 


ine (Aminoacetic Acid 
iron (Ferrous Dried). . 
Copper 


24. 


q 
4 
rigs 
i 
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: 
mg. 
mg. 6.25 mg. 
5 me. 12.5 mg. 
— P. Units 5.0 _ mg. 
Vitam Oe mg. mg. Manganese O58 még. 
Vitamin B-12 with Intrinsic mg. Potassium 2.5 mg. 
j Factor Concentrate USP.... 1/40 Unit mg. mg. 
Yitamin B-12 Activity ......... 0.5 meg. Git 


optimum response 


in corticosteroid therapy with 


PARACORT 


PREDNISONE, PARKE-DAVIS 


PARACORTOL 


~PREDNISOLONE, PARKE-DAVIS 


supplied: PARACORT and 
PARACORTOL are available 
as 5-mg. and 2.5-mg. 
scored tablets; bottles 

of 30 and 100. 


THREE TO FIVE TIMES THE ACTIVITY OF CORTISONE OR HYDROCORTISONE 


*TRADE MARK 
A 


ParKE, DAVIS & COMPANY 
peTROIT 32, MICHIGAN 
‘heath sores 
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when you want 


Broad - Spectrum 


Benefits... 


When you want extended antibacterial coverage with high 
relative safety, consider PeEN-VEE suLFAs. Consider how it 
permits you to reserve the conventional broad-spectrum 
antibiotics for the resistant infections specifically requiring 
them. Consider PEN: VEE suLFAs because it unites penicillin 
V and sulfapyrimidines for potent complementary action. 
Prescribe it for wide antimicrobial attack in mixed infec- 
tions ahd those not readily diagnosed. 


Supplied: PEN- VEE SULFAS Tablets, bottles of 36. Each 
tablet contains 90 mg. (150,000 units) of penicillin V, 
0.25 Gm. of sulfadiazine, and 0.25 Gm. of sulfamerazine. 
PEN- VEE SULFAS for Suspension, bottles of 2 fl. oz. upon 
reconstitution. Each 5-cc. teaspoonful after reconstitu- 
tion contains 90 mg. (150,000 units) of benzathine pen- 
icillin V, 0.25 Gm. of sulfadiazine, and 0.25 Gm. of 
sulfamerazine. 


Pen-VEE SULFAS 


Tablets: Penicillin V (Phenoxymethy] Penicillin) and Sulfonamides 
For Suspension: Benzathine Penicillin V and Sulfonamides 
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Providence Memorial Hospital 
The Modern Hospital of the Southwest 
APPROVED BY THE JOINT COMMISSION ON ACCREDITATION OF HOSPITALS 


COMPLETE DIAGNOSTIC and TREATMENT FACILITIES 


ISOTOPE THERAPY AND STUDIES COBALT 60 ROTATIONAL TELETHERAPY UNIT 
OUTSTANDING CHEMISTRY LABORATORY 
FACILITIES FOR PSYCHIATRIC THERAPY ELECTROENCEPHALOGRAPHIC LABORATORY 


2001 North Oregon Street ° El Paso, Texas 


r 


| (ASIATIC™s 
HEAD COLD ‘FLU 


PHENAPH 


Phenaphen Plus is the physician-requested each coated tablet contains: Phenaphen 


combination of Phenaphen, plus an anti- Phenacetin(3gr). . . . . . 194.0 mg. 
re Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
histaminic and a nasal decongestant. Phenobarbital (4 gr.) . . . . 16.2 mg. 
Hyoscyamine Sulfate .. . . 0.031 mg. 


plus 
Prophenpyridamine Maleate. . 12.5 mg. 


Available on prescription only. / Phenylephrine Hydrochloride . 10.0 mg. 
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over 300 published papers 


— > 35,000 reported cases 


— > 1300,000,000 Gantrisin tablets 
taken safely since 1949 


This unequaled record of success and safety makes Gantrisin 
the synonym for uncomplicated sulfonamide therapy. 


ROCHE LABORATORIES + DIVISION OF HOFFMANN-LA ROCHE INC + NUTLEY 10 «+ N. J. 


Gantrisin® — brand of sulfisoxazole 
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for 
depressed 


and regressed 


selective increase in psychic energy 


MARSILID 


(iproniazid) Roche 


In both mild and severe depression, Marsilid can restore a sense of healthy well-being, with 
renewed vigor, activity and interests. Patients with acute depression refractory to shock ~ 
treatment have shown a heartening response to Marsilid. Even “‘burned out” psychotics, 
untouched by any other therapy, have become more alert, responsive and sociable. 


As a psychic energizer, Marsilid is truly unique. It provides continuous mood improvement 
with gradually reduced dosage. Patients do not develop resistance to its normalizing effect; 
there is no tachyphylaxis. Marsilid does not elevate blood pressure . . . does not decrease but 
usually stimulates appetite. 


In mild depression, improvement with Marsilid is usually evident within a week or two. In 
severe depressive states of hospitalized psychotics, a month or more may be required for 
apparent response . . . but Marsilid often leads to complete remission, obviating the need 
for shock therapy. 

Note: Marsilid is contraindicated in patients who are agitated, overactive or overstimulated 
or in those with a history of renal or hepatic disease. 


For complete references and information concerning dosage, indications and contraindications, write V. D. Mattia, Jr., 
M. D., Director of Medical Information, Roche Laboratories, Division of Hoffmann-La Roche Inc, Nutley 10, New Jersey. 


MARSILID® PHOSPHATE — brand of iproniazid phosphate 
Supplied in scored tablets of 50 mg (yellow), 25 mg (orange), and 10 mg (pink) 


Original Research in Medicine and Chemistry 
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for World”  climinate PINWORMS| 
; IN ONE 
ROUNDWORMS 


ONE OR TWO DAYS 


‘ANTEPAR’ SYRUP © 


é Piperazine Citrate, 100 mg. per 
| 48/8 ‘ANTEPAR’ TABLETS 
| Piperazine Citrate, 250 or 500° my, 


‘ANTEPAR’ WAFERS 


Piperssine Phosphate. 500 my. 


PIPERAZINE 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., N.Y. 


for quicker recovery 


Stress Formula Vitamins Lederle 


Srresscaps are based on a formula suggested by the National 
Research Council. They provide adequate vitamin supplemen- 
tation for patients suffering from prolonged stress—surgery, 
burns, fractures, trauma or shock. 


Stress Formula Vitamins promote wound healing, and stimu- 
late antibody production as well as providing a nutritional 
reserve of water-soluble vitamins. 


Allled sealed capsules (a Lederle exclusive!) for more rapid and 
complete absorption. 


"nea. U.S. PAT. OFF. 


LEDERLE LABORATORIES DIVISION awensca Guanamid company PEARL RIVER, NEW YORK 
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Proved Clinically Effective Oral Therapy — 


maintenance regimen may keep patients lesion- free. 


COMPLETE LITERATURE AND REPRINTS 
UPON REQUEST. JUST SEND AN Rx BLANK. 


LIPAN 


LIPAN Capsules contain: Specially 


prepared highly activated, desic- ~ Pp i rt & Co., Inc. 


cated and defatted whole Pancreas: 
ba HCl, 1.5 mg. Vitamin D, WATERBURY, CONN. 


Available: Bottles 180’s, 500’s. 


©Copyright 1956 Spirt & Co, 
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Make measles easier for Mary 


Cutter Polio Immune Globulin, 
administered between the third 
and tenth day after exposure 

to measles reduces the severity of 
fever, conjunctivitis and coryza. 
And, since modification does not 
interfere with antibody formation, 
active immunity to measles results. 


Highly concentrated Cutter Polio 
Immune Globulin provides 20 to 1 
normal antibody equivalents for 
smaller dosage, and is derived from 
freshly pooled adult venous blood. 


For Those 7 Crucial Days... 
Dosage Schedule for Measles 
Modification 0.02 cc. per lb. 
administered during the 3rd through 
5th day of Incubation Period. 

0.04 cc. per lb. administered 

during the 6th through 10th day of 
Incubation Period. 


Cutter Polio Immune Globulin is also 
recommended for reduction of the 
incidence of paralytic poliomyelitis 
because of its high poliomyelitis 
antibody level; in prevention of 
infectious hepatitis and in the treat- 
ment of hypogammaglobulinemia. 


POLIO 


Immune Globulin 
/CUTTER 


(Gamma Globulin ) 
available in 2 cc. and 
10 ce. vials 


fine pharmaceuticals for 60 years 


For a shart showing a diagrammatic 
representation of a course of 
typical measles, prepared especially 
for physicians, write Dept. 30-M. 
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WHY PRONEMIA IS ACTIVE IN ALL TREATABLE ANEMIAS 


FOLIC ACID 


NON-INHIBITORY 
INTRINSIC FACTOR 


VITAMIN C 


No wasted dosage with PRONEMIA, PRONEMIA offers more 
than mere presence of all recognized hematopoietic agents. 
Each factor is present in definitive amounts required for 


VITAMIN Bi2 


hematinic potentiation. Only one capsule daily for full oral 
therapy in any treatable anemia. (When divided dosage of 
this formula is preferred, prescribe PERIHEMIN* Hematinic, 


3 capsules daily). 


Each PRONEMIA Hematinic capsule contains: 
Vitamin B.» with Intrinsic Factor 


Concentrate 1 U.S.P. Oral Unit 

Vitamin Bi (additional) 15 mcgm. 

Powdered Stomach 200 mg. 

Ferrous Sulfate Exsiccated 400 mg. 

Ascorbic Acid (C) 150 mg. 

Hematinic Lederle Folic Acid 4 mg. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U.S. Pat. Off. 


Specific antitussive action of 

Narcotine affords selective 

COUGH control of the cough reflex. 
AND 


CONGESTION @ non-toxic @ non-habit forming 


@ free from side effects 


CONTROL 


Phenylephrine Hydrochloride 50m 
Pyrilamine Maleate. . . . 12.5 mg: 
Glyceryl Guaiacolate 2... 50.0 mg. 
Sodium Citrate 225 mg. 
Alcohol . 50% 


RHINOPTO COMPANY - Dallas, Texas 
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IRON 
“+ ie Supplied: 3 oz. and pint bottle. Exempt Narcotic 
Each 5 cc. teaspoonful contains: 
SYRUP 


For Your Convenience 
Use Our Handy Charge-A-Plate Service! 


he whit 


Kaster & Maxon 


Funeral Home 


El Paso, Texas KE 2-3431 


It’s 
S weeney’s 


* 


FOR PRESCRIPTIONS 
MILLS BLDG. — PHONE KE 3-4445 — EL PASO, TEXAS 


CITYWIDE DELIVERY SERVICE 


UNIFORMS 


Doctors © Nurses @ Interns ® Technicians 
Poplin, Nylon, Dacron 
White and Colors 


SURE-FIT UNIFORM CO. 


612 N. Oregon St. KE 2-1374 El Paso, Texas 


3200 Physicians Read 


Southwestern Medicine 


WARNER DRUG CO. 


IN FRONT OF THE POST OFFICE 


Our Prescription Department Is 
NEVER Without a 
Registered Pharmacist on Duty 


e 
Direct Physician's Phone to 


Prescription Department — KE 3-2352 
FREE DELIVERY 


RICHARD E. MARTIN 
MARTIN MORTUARY 


Dial KE 2-369! 


710 N. Stanton St. El Paso, Texas 


Only at the Popular in El Paso... 
Kuppenheimer Suits 


POPULAR DRY GOODS CO. 


C. G. McDow and Son, Props. 


Rio Grande Pharmacy 


419-421 South Stanton St. KE 2-4473 El Paso, Texas 


TAYLOR-SIMPKINS, INC. 


MEDICAL OXYGEN 


2123 Texas St. KE 3-0952 El Paso, Texas 
Nights — Call LO 5-0359, or LO 5-3060 


We Carry A Complete Line of 
DIABETIC FOODS AND SUPPLIES 


McKEE'S PRESCRIPTION PHARMACY 


107 East San Antonio St., El Paso 
Dial KE 2-2693 


HARDING a ORR 


Funeral Home 


EL PASO, TEXAS 
320 Montana 


KE 3-1646 


MEDICAL CENTER > 
PHARMACY 


YOUR PROFESSIONAL PHARM. 
IN THE NEW MEDICAL CENTER © 
PHONE 2-6968-69 


1501 ARIZONA ST EL PASO, TEXAS 


GUNNING & CASTEEL DRUG STORES 


Complete Prescription Service in 12 Conveniently Located Stores 


EL PASO, TEXAS 


YSLETA, TEXAS 
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Give Us A Trial On Your ye ee 
very special cases 


TAYLOR B A CK BR A CE q std Superior brandy. 
Orders 4 H ENI N E SSY 


COGNAC BRANDY 


© Send the following measurements: from level 84 Proot | Schietfelin & Co., New York 


of shoulders to tip of sacrum; circumference of 
pelvis above trochanters; circumference of waist; 


height and weight. 


CHRISTOPHER'S 
BRACE AND LIMB CO. 


2231 Montana St. 


KE 2-9690 EL PASO, TEXAS 


MILK 


FREE GOATS 


Dr. Ira A. Budwig (center) and Dr. Manuel D. 
Hornedo, members of the El Paso County Medi- 
cal Milk Commission, with Mr. Harold Tillman 
(left), Chief Sanitary Engineer, inspect equip- 
ment at Price’s Certified Milk Unit. 


Doctors know that Price’s Certified is as safe and pure a milk as skill and care 
can produce — thanks to Price’s rigid standards and the supervision of the El 
Paso County Medical Milk Commission. This Commission, appointed by the 
El Paso County Medical Society, consists of Dr. Ira A. Budwig, chairman, Dr. 
M. D. Hornedo, and Dr. Basil K. Byrne. The Commission sees that all equip- 
ment, livestock, personnel, processes and the finished products from Price’s 
Certified Milk Unit conform to the nationally prescribed standards for Certified 
Milk. 


PRICE'S CREAMERIES, INC. Serving the Southwest 
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Southwestern Physicians’ Directory 


SAUL B. APPEL, M. D. 


Certified by the American Board of Internal Medicine 


INTERNAL MEDICINE 
CARDIOVASCULAR DISEASES 


1201 First National Bldg. KE 3-520! El Paso, Texas 


ANDREW M. BABEY, M. D. 


Certified by the American Board of Internal Medicine 
CARDIOVASCULAR DISEASES 


250 West Court Avenue JAckson 4-448] Las Cruces, N. M. 


JOSEPH BANK, M. D. 


Diplomate of American Board of Internal Medicine 
and American Board of Gastroenterology 
GASTROENTEROLOGY, GASTROSCOPY 


800 North First Ave. ALpine 4-7245 Phoenix, Arizona 


JOSEPH BARNHART, M. D., F. A. C. S. 


Diplomate American Board 
Orthopedic Surgery 


1817 Dryden JA 9-4389 Houston, Texas 


FRANK O. BARRETT 
ANESTHESIOLOGY ASSOCIATES 
F. O. Barrett, M. D., M .D. Thomas, M. D., 
J. A. Shugart, M. D. 
(Diplomates American Toon of Anesthesiology) 
Jack Walker, M.D., J. W. Redelfs, M.D., Jack Ellis, M.D. 
— ANESTHESIOLOGY — 
1501 Arizona St. 


El Paso Medical Center KE 3-843! El Paso, *Texas 


OTTO L. BENDHEIM, M. D. 


DIPLOMATE AMERICAN BOARD OF PSYCHIATRY & 
NEUROLOGY 
1515 N. Ninth St. 


Alpine 8-2607 Phoenix, Ariz. 


RAYMOND J. BENNETT, M. D. 
Diplomate of the American Board of Neurology and Psychiatry 
PRACTICE LIMITED TO NEUROPSYCHIATRY 


1501 Arizona Street 
El Paso, Texas 


Suite 7A El Paso Medical Center 
Phone KE 2-1177 


JACK A. BERNARD, M. D., F. A. C. P. 
Diplomate American Board Internal Medicine 
INTERNAL MEDICINE 
CARDIOVASCULAR DISEASES 


VICTOR M. BLANCO, M.D. 


General and Cancer Surgery 


Suite 402 Banner Bldg., KE 3-3239, El Paso, Texas 


CLEMENT C. BOEHLER, M. D., F.A.C.S. 
H. W. DEMAREST, M. D. 


Diplomates American Board Obstetrics and Gynecology 


Suite 8-A Medical Center 
Phone KE 2-659! 


1501 Arizona St. 
El Paso, Texas 


LOUIS W. BRECK, M. D. 
W. COMPERE BASOM, M. D. 
MORTON H. LEONARD, M. D. 


Diplomates of the American Board of Orthopaedic Surgery 


MARIO PALAFOX, M. D. 
ZIGMUND W. KOSICKI, M. D. 


Practice Limited to Orthopaedic Surgery 


520 Montana St. Telephone KE 3-7465 El Paso, Texas 


BLOYCE H. BRITTON, M. D. 
Ophthalmology 


505 First National Bldg. KE 2-119! El Paso, Texas 
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BASIL K. BYRNE, M. D. 
Diplomate American Board of Pediatrics 
IRVIN J. GOLDFARB, M. D. 


PEDIATRICS 


Suite 4A El Paso Medical Center 150! Arizona St. 
KE 3-8487 El Paso, Texas 


ROBERT J. CARDWELL, M. D. 


(Diplomate American Board of Obstetrics and Gynecology) 


Paso Medical Center 1501 414 Banner Building KE 3-7587 El Paso, Texas 
786 SOUTHWESTERN MEDICINE 


415 


415 


415 E 


744,N. 


| 
| 
| 
& 
H 
R 
| 
3 
| 
= 
20; 
} 
4 
ve 
J 
Suite 
| Phone 
| 
‘ = 


m 


Southwestern Physicians’ Directory 


CASA GRANDE CLINIC 
H. B. LEHMBERG, M. D. J. T. O'NEIL, M., D. 
R. F. SCHOEN, M. D. R. F. LAMB, M. D. 
W. H. FORD, M. D. 


GENERAL PRACTICE 
113 W. Second St. Phones 4495 - 4496 Casa Grande, Ariz. 


ROBERT N. CAYLOR, M. D. 


Practice Limited to Ophthalmology 


207 Medical Arts Bldg . 


415 East Yandel! Bldg. KE 3-5897 El Paso, Texas 


MANLEY B. COHEN, M. D. 
Practice Limited to: 
THORACIC SURGERY 
CARDIOVASCULAR SURGERY 
BRONCHOSCOPY - ESOPHAGOSCOPY 


415 East Yandell Boulevard KE 3-3353 El Paso, Texas 


WILLIAM I. COLDWELL, M. D. 
Certified by the American Board of Internal Medicine 
— INTERNAL MEDICINE — 


800 Montana St. KE 3-8373 El Paso, Texas 


BRANCH CRAIGE, M. D., F. A. C. P. 
(Certified by American Board of Internal Medicine) 


INTERNAL MEDICINE 


Suite 5B El Paso Medical Center 150! Arizona Street 
Phone KE 2-712I El Paso, Texas 


E. S. CROSSETT, M. D. 


Diplomate American Board of Thoracic Surgery 
THORACIC SURGERY 


Cardiovascular Surgery Broncho-Esophagology 
415 E. Yandell Blvd. KE 3-851! or KE 2-2474 El Paso, Texas 


WICKLIFFE R. CURTIS, M. D., F. A. C. S. 
JAMES D. BOZZELL, M. D., F. A. C. S. 
Diplomates American Board of Urology 
PRACTICE LIMITED TO UROLOGY 


Suite 3B El Paso Medical Center 150! Arizona Street 
Phone KE 3-1426 El Paso, Texas 


GEORGE L. DIXON, M. D. 
PHILIP G. DERICKSON, M. D. 
CHRISTOPHER A. GUARINO, M. D. 
Diplomates American Board of Orthopaedic Surgery 
ORTHOPAEDIC SURGERY 


744 N. Country Club Rd. EAst 5-1533 Tucson, Arizona 


ANTONIO DOW, M. D., F. A. C. S. 
(Diplomate American Board of Surgery) 
GENERAL SURGERY 


1013 Mills Bldg. KE 2-7305 El Paso, Texas 


HAROLD D. DOW, M. D. 
FREDERICK J. KOBERG, M. D. 
STEVE E: HOOD, JR., M. D. 


General Practice — Surgery 


Box 546 
702 Hobbs Road Phone 364! Seminole, Texas 


3200 Physicians Read 
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RICHARD E. H. DUISBERG, M. D. 


Diplomate, American Board of Neurology and Psychiatry 
T. RICHARD GREGORY, M. D. 
Neurology and Psychiatry 


AL 3-670! 1313 No. 2nd St. 
AL 2-4542 Medical Center Phoenix, Arizona 


L. O. DUTTON, M. D. 


ALLERGY 


616 Mills Bldg. KE 2-367! El Paso, Texas 


ORVILLE EGBERT, M. D., F. A. C. P. 


(Diplomate American Board of Internal Medicine 


ALLERG 
DISEASES OF THE CHEST 


EDWARD EGBERT, M. D. 
INTERNAL MEDICINE 


Building 3 1501 Arizona Street 
El Paso Medical Center KE 2-1645 El Paso, Texas 


HAROLD EIDINOFF, M. D. 
PRACTICE LIMITED TO PROCTOLOGY 


Suite 4B El Paso Medical Center 150! Arizona Street 
Phone KE 3-3305 El Paso, Texas 


JOHN A. EISENBEISS, M.D., F.A.C.S. 
Diplomate of the American Board of Neurological Surgery 
NEUROSURGERY 


926 E. McDowel! Road AL 4-315] Phoenix, Arizona 
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WARD EVANS, M. D., F. A. C. S. 


(Diplomate American Board of Surgery) 


SURGERY 


414 Banner Bldg. KE 3-7587 El Paso, Texas 


LESTER C. FEENER, M. D., F. A. C. P. 
Diplomate American Board of Internal Medicine 
INTERNAL MEDICINE 
CARDIOVASCULAR DISEASES 


404 Banner Bidg. KE 2-577! El Paso, Texas 


QUENTIN J. FLORENCE, M. D. 


Diplomate of the American Board of Surgery 
GENERAL and THORACIC SURGERY 
103 N. Pennsylvania MA 2-0490 Roswell, N. M. 


JOE R. FLOYD, M. D., F. A. C. S. 
JOHN A. PONSFORD, M. D. 


GENERAL SURGERY 


Suite 9E El Paso Medical Center 150! Arizona Street 
Phone KE 3-588! El Paso, Texas 


1130 N. Central Ave. 202! N. Central Ave. Memorial Hospital 
DOUGLAS D. GAIN, M. D. 
JOHN W. KENNEDY, M. D. 
Diplomates of American Board of Radiology 
X-RAY THERAPY and DIAGNOSIS 
RADIUM THERAPY 


AL 8-8436 AL 3-4131 AL 8-753! 
Phoenix, Arizona 


CHARLES E. GALT, JR., M. D. 


Practice Limited to Obstetrics and Gynecology 


513 West Fox St. Phone TUxedo 5-6666 Carlsbad, N. M. 


H. M. GIBSON, M. D., F. A. C. S. 
(Certified by American Board of Urology) 
PRACTICE LIMITED TO UROLOGY 


209 Medical Arts Bldg. KE 2-8130 El Paso, Texas 


HAROLD N. GORDON, M. D. 
Diplomate American Board of Obstetrics and Gynecology 
OBSTETRICS and GYNECOLOGY 


1832 8th Avenue SU 2-2559 Yuma, Arizona 


JAMES J. GORMAN, M. D., F. A. C. P. 
Diplomate American Board of Internal Medicine 
DIAGNOSIS — GASTROENTEROLOGY 


70! First National Building KE 2-622! El Paso, Texas 


J. LEIGHTON GREEN, M. D., F. A. C. S. 


GENERAL and GYNECOLOGICAL SURGERY 


Suite 3A El Paso Medical Center 150! Arizona Street 
Phone KE 2-9032 El Paso, Texas 


RALPH G. GREENLEE, M. D., F. A. C. P. 


Diplomate American Board of Internal Medicine 


INTERNAL MEDICINE 


401 N. Garfield 2-056! Midland, Tex. 
HERBERT E. HIPPS, M. D. 
ORTHOPEDIC SURGERY 
1612 Columbus Ave. 4-470! Wace, Tex. 
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RUSSELL HOLT, M. D. 
B. LYNN GOODLOE, M. D. 
GENERAL and GYNECOLOGICAL SURGERY 
MEDICAL ARTS BUILDING 


415 East Yandel! Blvd. KE 3-3443 El Paso, Texas 


RALPH H. HOMAN, M. D., F. A. C. P. 
CARDIOLOGY 
ROBERT B. HOMAN, JR., M. D., F. A. C. S. 
DISEASES OF THE CHEST — THORACIC SURGERY 
7D El Paso Medical Center 150! Arizona Street 


Suite 
Phone KE 3-1409 El Paso, Texas 


GEORGE W. HORTON, M. D. 
PRACTICE LIMITED TO ORTHOPEDICS 


413 N. Lincoln 7-664! Odessa, Texas 
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EMMIT M. JENNINGS, M.D., F.A.C.S. 
Diplomate American Board of Surgery 


SURGERY — ENDOSCOPY 
207 N. Union St. Main 2-4360 Roswell, N. Mex. 


W. A. JONES, M. D. 
Diplomate American Board of Neurological Surgery 
NEUROLOGICAL SURGERY 


Suite IC El Paso Medical Center 150! Arizona Street 


Phone KE 2-7579 El Paso, Texas 


G. H. Jordan, M.D., F.A.C.S. C. E. Webb, M.D., F.A.C.S. 
DRS. JORDAN AND WEBB 
Diplomates American Board of Surgery 
GENERAL and GYNECOLOGICAL SURGERY 


Suite 7B El Paso Medical Center 150! Arizona Street 
Phone KE 2-1693 El Paso, Texas 


LINDELL M. KINMAN, M. D. 
Diplomate American Board of Urology 
UROLOGY 


300 West Alameda Phone 4559 Roswell, N. M. 


NATHAN KLEBAN, M. D. 


INTERNAL MEDICINE 


304 Medical Arts Bldg. 


415 East Yandell Bivd. KE 2-7079 El Paso, Texas 


GILBERT LANDIS, M.D. 


Obtetrics, Gynecology, Gynecological Surgery 


Suite 15-D KE 3-5023 
El Paso Medical Center 


1501 Arizona St. 
El Paso, Texas 


CHARLES P. C. LOGSDON, M. D. 


CARDIOLOGY 


415 E. Yandell Blvd. KE 3-7916 El Paso, Texas 


JOHN J. McLOONE, M. D., 
F.A.C.S., F.1.C.S. 


Diplomate American Board of Otolaryngology 
Park Central Medical Building 
550 West Thomas Road — 124 Patio C 


CRestwood 4-351! Phoenix, Arizona 


TRUETT L. MADDOX, D. D. S. 
ORAL SURGERY 


Suite 9A El Paso Medical Center 150! Arizona Street 


Phone KE 2-3659 El Paso, Texas 


WALTER B. MANTOOTH, Jr., M.D. 


Dermatology and Cancer of the Skin 


2615 - 19th Street PO 5-6619 Lubbock, Texas 


MARSHALL CLINIC 


|. J. Marshall, M. D. 
Steve Marshall, M. D. 
Earl A. Latimer, Jr., M. D. 
D. H. Cahoon, M., D. 
H. D. Johnson, D. D. S. 


ROSWELL —o— NEW MEXICO 


HOWARD J. H. MARSHALL, M. D. 


Member American Academy of General Practice 
GENERAL PRACTICE 


Suite 8E 1501 Arizona St. 
El Paso Medical Center KE 2-243! El Paso, Texas 


DRS. MASON, HART, BOVERIE 
BLACK & CLAYTON 
PATHOLOGY AND CLINICAL LABORATORIES 
X-RAY DIAGNOSIS AND THERAPY 


Radioactive Cobalt 
Isotopes Beam Therapy 


PATHOLOGY 
M. S. HART, M. D. 
C. L. GREEN, M. D. 


Diplomates American Board of Pathology 
RADIOLOGY 


R. F. BOVERIE, M. D. 
G. L. BLACK, M. D. 
R. S. CLAYTON, M. D. 


Diplomates American Board of Radiology 


El Paso Medical Center Medical Arts Building 
1501 Arizona St., Suite 2-A 415 E. Yandell Bivd., Suite 105 
KE 3-4478 KE 3-6926 


EL PASO, TEXAS 
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MEDICAL CENTER 
AND WOMEN'S CLINIC 


E, G. McCarthy, M. D., mS 
Diplomate Board and ‘6 jnecology 
Jeff Davis, M. D. — Joe Horn, b: 

, C. Meade, D. S. C., Chiropedist 
Plainview CA 4-7426 Texas 


LEROY J. MILLER, M. D. 
Diplomate American Board of Neurological Surgery 
NEUROLOGICAL SURGERY 
717 Encino Place, NE Phone 3-1150 Albuquerque, N. M. 


J. H. MULLEN, D. D. S. 
GENERAL DENTISTRY 


(Special Consideration Given Children) 


1335 First National Bldg. KE 3-8687 El Paso, Texas 


A. WILLIAM MULTHAUF, M. D., F. A. C. S. 


UROLOGICAL DIAGNOSIS AND SURGERY 


1315 First National Bldg. KE 3-8986 El Paso, Texas 


E. K. NEIDICH, M. D., D. A. B. R. 
RADIOLOGY 


Memorial General Hospital JAckson 6-2411 Las Cruces, N. M. 


WALLACE E. NISSEN, M. D., F. A. C. S. 
W. W. KRIDELBAUGH, M. D., F. A. C S. 


GENERAL SURGERY 


Medical Arts Square 


801 Encino Place, Suite 35 3-225 Albuquerque, N. M. 


F. KEITH OEHLSCHLAGER, M. D. 
Practice Limited to 
OBSTETRICS and GYNECOLOGY 
1208 W. 10th St. 


Phone FE 7-4639 Odessa, Texas 


THE ORTHOPEDIC CLINIC 


Orthopedic 


BISHOP, JR., A. ©, 
RAY FIFE, 
L. STOVAL cL. M. A. C. $. 


HOMAS H. YAGER: JR., ‘Dz 
Diplomates \- the American Board of Orthopedic Surgery 
2620 North Third Street — Phone ALpine 8-1586 — Phoenix, Ariz. 


JAMES M. OVENS, M. D. 
FAC. S. 


Diplomate American Board of Surgery 
CANCER AND TUMOR SURGERY X-RAY AND 
RADIUM THERAPY 


608 Professional Building AL 8-8074 Phoenix, Ariz. 


ROBERT E. PARKINS, D.D.S. 


GENERAL DENTISTRY 


1501 Arizona St. 


Bldg. |, Suite E 
El Paso, Texas 


Phone KE 3-1245 El Paso Medical Center 


MURRAY PERSKY, M.D. 
Diplomate of the American Board of Internal Medicine 


INTERNAL MEDICINE 


Suite 15-C El Paso Medical Center 1501 Arizona St. 
KE 2-7952 El Paso, Texas 


JACK C. POSTLEWAITE, M. D. 


Diplomate American Board of Internal Medicine 
INTERNAL MEDICINE 


Suite 5D 150! Arizona St. 
El Paso Medical Center KE 2-1385 El Paso, Texas 


JOSEPH B. RADDIN, M. D. 


Practice Limited to 


MEDICAL GYNECOLOGY and ENDOCRINOLOGY 
619 Professional Building 


15 E. Monroe Phoenix, Arizona 


Phone ALpine 2-3577 


VINCENT M. RAVEL, M. D. 
CHARLES V. McVAUGH, M. D. 


RADIOLOGY — RADIO-ISOTOPES 


Mills Building and 


800 Montana Street KE 2-3459 El Paso, Texas 


RISSLER-WOLLMANN CLINIC 
ROSS W. RISSLER, M. D., F. A. C. C. 


(Certified by the American Board of Internal Medicine) 
INTERNAL MEDICINE — CARDIOLOGY 


WALTER W. WOLLMANN, M. D., F. A. C. S. 
{Certified by the American Board of Surgery) 
GENERAL SURGERY 


200! Grant Ave. KE 3-160! El Paso, Texas 
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ROY R. ROBERTSON, M. D. 
INTERNAL MEDICINE & CARDIOVASCULAR DISEASES 


Medical Arts Square 


80! Encino Place, Suite 20 2-9619 Albuquerque, N. M. 


CECIL A. ROBINSON, M. D. 
Diplomate American Board of Orthopaedic Surgery 
Practice Limited to Orthopaedics 


111 Pine Street 2541 Kermit, Texas 


3200 Physicians Read 
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S. PERRY ROGERS, M. D. 
W. HUNTER VAUGHAN, M. D. 
(Diplomates American Board of Orthopedic Surgery) 
ORTHOPEDIC SURGERY 


El Paso Medical Center 150i frtone Street 


Suite 2B 
Phone KE 2-4433 | Paso, Texas 


WILLARD W. SCHUESSLER, M. D. 


Diplomate American Board of Plastic Surgery 


DONALD H. EWALT, M. D. 


Plastic, Reconstructive Surgery and 
Maxillo-facial Surgery 


Medical Center, Suite 4-C 


1501 Arizona St. El Paso, Texas 


F, P. SCHUSTER, M. D. 
S. A. SCHUSTER, M. D. 
NEWTON F. WALKER, M. D. 
BRADFORD HARDIE, M. D. 
EYE, EAR, NOSE AND THROAT-BRONCHOSCOPY 
First National Bldg. KE 2-1495 El Paso, Texas 


O. J. SHAFFER, D. D. S., F. A. C. D. 
(Diplomate American Board of Oral Surgery) 
ORAL SURGERY 


El Paso Medical Center 1501 Arizona Street 
El Paso, Texas 


Suite ID 
Phone KE 3-6742 


D. J. SIBLEY, JR., M. D. 


GENERAL PRACTICE 


Box 367 Phone 584 Ft. Stockton, Texas 


EUGENE P. SIMMS, M. D. 
— GENERAL PRACTICE — 
Medical Arts Center 


1213 Tenth Street Phone 8 Alamogordo, N, M. 


GEORGE SIMSON, M. D., B. A. 


INTERNAL MEDICINE 


717 Encino Place, NE 2-4192 Albuquerque, N. M. 


GERALD A. SLUSSER, M. D., F. I. C. S. 


SURGERY AND OBSTETRICS 


100 Booker Bldg. Phone 670 Artesia, N. M. 


LESLIE M. SMITH, M.D. H. D. GARRETT, M.D. 
DRS. SMITH AND GARRETT 


Diplomates American Board of Dermatology and Syphilology 
DISEASES OF THE SKIN 
X-Ray and Radium in the Treatment of Skin Malignancies 


Suite 3D El Paso Medical Center 150! Arizona Street 
Phone KE 3-6172 El 


C. M. STANFILL, M. D. 
Diplomate American Board of Otolaryngology 
EAR, NOSE AND THROAT 
Bronchoscopy — Esophagoscopy 


307 MEDICAL ARTS BUILDING 


415 East Yandell Blvd. KE 2-9449 El Paso, Texas 


ROBERT oe STEVENS, B. S., M. D., ° 


Cc. P 
ALLERGY — INTERNAL MEDICINE 
1313 N. Second St. AL 4-884! Phoenix, Arizona 
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JESSON L. STOWE, M. D. 
GRAY E. CARPENTER, M. D. 


GYNECOLOGY AND OBSTETRICS 


2323 Montana Street KE 2-463) El Paso, Texas 
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WINSLOW P. STRATEMEYER, M. D. 
Diplomate American Board of Neurological Surgery 
NEUROLOGICAL SURGERY 


101 Medical Arts Bldg. Office KE 2-9167 


415 E. Yandell Blvd. Home JU 4-0553 El Paso, Texas 


ROBERT F. THOMPSON, M. D., F. A. C. S. 
(Certified by American Board of Urology) 
UROLOGY 


816-818 Mills Bldg. KE 2-4321 El Paso, Texas 


TURNER'S CLINICAL 
& X-RAY LABORATORIES 


GEORGE TURNER, M. D. 
DELPHIN von BRIESEN, M. D. 


MEDICAL CENTER 


Phone: KE 2-4689 
El Paso, Texas 


150! Arizona St. 
Building No. 6 
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HARRY H. VARNER, M. D. 

LEIGH E. WILCOX, M. D. 
RUSSELL L. DETER, M. D. 
HERMAN RICE, M. D. 

GENERAL SURGERY 
Suite 5E 150! Arizona Street 


El Paso Medical Center 
Phone KE 2-6529 El Paso, Texas 


RICHARD P. WAGGONER, M. D. 
M. S. (SURG.), F.A.C.S. 


GENERAL SURGERY 


504 N. Richardson St. Phone 208 Roswell, N. M. 


GEO. A. WILLIAMSON, M. D., F. A. C. S. 
Diplomate American Board of Orthopaedic Surgery 
LEO L. TUVESON, M. D. 
ORTHOPAEDIC SURGERY 
Park Central Medical Building 
550 West Thomas Road — !16 Patio B 
Telephone CRestwood 4-5459 Phoenix, Arizona 


Hotel 
Hospital 


Fully Approved by the 
Joint Commission on Accreditation 
of Hospitals. 

Latest Facilities For All Services. 
Emergency Service Around 
the Clock. 

EL PASO, TEXAS 


Hotel Dieu 
Sister's of 


Soy Apply 


Hotel 
of Medical 


Nursing Technology 


Fully approved by the 
National Nursing Accrediting 


Fully Approved by the American 
Medical Association, American 
Society of Clinical Pathologists, 
and Registry of Medical Tech- 


Sister Mildred Mary, Director nologists. 
EL PASO, TEXAS 


EL PASO, TEXAS 


The Clinic-Hospital of San Angelo 


D. D. WALL, M. D. 
Obstetrics & Gynecology 


W. H. BRAUNS, M. D. 


Internal Medicine 


R. A. MORSE, M. D. 
Internal Medicine 


ROY E. MOON, M. D. 


Obstetrics & Gynecology 


RALPH R. CHASE, M. D. 


Pediatrics CHAS. F. ENGELKING, M.D. Pediatrics 


Ear, Nose and Throat 


M. D. KNIGHT, M. D. 


Consultants in Radiology 
JOHN E. BALLARD, M. D. 
JOHN G. BOLEN, M. D. 


224-234 W. Beauregard Ave. 


DALE W. HAYTER, M. D. 
Surgery Ophthalmology 


J. B. ADCOCK, Administrator 


TOM R. HUNTER, M. D. 
Surgery 


Consultant in Pathology 
LLOYD R. HERSHBERGER, M. D. 


San Angelo, Texas 
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Surgical 
Supply Company 


Your Complete Source in The Southwest For All Ethical 
Medical Equipment and Supplies 
EL PASO ALBUQUERQUE PHOENIX 


telephone 
secretarial 
service, inc. 


KE 2-5911 


201 SOUTHERN PACIFIC BLDG. * 416 N. STANTON ST. * EL PASO, TEXAS 


Front View — _ Enclosed Patio 


Sandia Ranch Sanatorium 


Rt. 4, Box 210 Phone 4-3273 Albuquerque, New Mexico 


Licensed by State Health Department as a Psychiatric Hospital of 50 Beds 
For the Care and Treatment of Nervous or Mental Disorders 


VARIOUS ACCEPTED FORMS OF THERAPY AVAILABLE 
OCCUPATIONAL THERAPY AND OUTDOOR ACTIVITIES 
CLINICAL LABORATORY AND ELECTROENCEPHALOGRAM 
LIMITED FACILITIES FOR DOMICILIARY CARE 


Favorable Year Round Climate — 20 Acres Landscaped Grounds 
JOHN W. MYERS, M. D., Medical Director 
ALAN JACOBSON, M.D., Psychiatrist FRED W. LANGNER, M. D., Psychiatrist 
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Southwestern Geol Hospital 


Approved by the Joint Commission on Accreditation of Hospitals 


Member Hospital: 
American Hospital Association 


Blue Cross of Texas 


Open Staff 


COTTON AVENUE AND ERIE STREET e EL PASO, TEXAS 


CAMELBACK SANATORIUM 


PHOENIX INSTITUTE OF NEUROLOGY & PSYCHIATRY 


The most modern equipment available anywhere . . . beautiful grounds and sotting . . . 
attractively furnished, sound proof and refrigerated units . . . a large, highly skilled staff 
assuring individual attention . . . These are some of the reasons why CAMELBACK is 
rapidly becoming one of the nation's finest institutions of its kind. 


5055 N. 34TH STREET PHOENIX, ARIZ. / AM 6-7238 
OTTO L. BENDHEIM, M.D., DIRECTOR OPEN MEDICAL STAFF 
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OVERTON CLINIC 


300 Hughes Building PAMPA, TEXAS 


M. C. Overton, Jr., M. D. 
Surgery and Gynecology 


E. S. Williams, M. D. 
Pediatrics and Obstetrics 


J. R. Donaldson, M. D. 
Surgery 


G. R. Hrdlicka, M. D. 
Radiology 


C. M. Lang, M. D. 
Surgery 


C. W. Bertinot, M. D. 


Internal Medicine 


WATTS CLINIC 
AND HOSPITAL 


* 
MEDICINE 
Warr_EN HA tt, M. D. 


Certified by American Board of Internal 
Medicine 


Swwney F. Baker, M. D., F. A. G. P. 


SURGERY 
E. Warts, M. D., F. I. C. S. 


Joun B. Sprices, M. D., F. A. C. S. 
Member of the American Hospital Association 
PHONE 1550 


500 E. | 8th Silver City, N. M. 


DUTTON 
LABORATORY 


L. O. Dutton, M. D. 
Frederick Bornstein, M. D. 
J. A. Hancock, Ph. D. 


Now Available for Physicians, Hospitals 
and Laboratories 


A COMPLETE MEDICAL 
LABORATORY SERVICE 


In addition to the usual procedures, the more 
complete chemical determinations of Protein 
Bound lodine, Steroids, etc., are offered. 


Autopsy procedures with special attention to 
medico-legal aspects are available. 
616 Mills Bldg. 


KE 2-367] El Paso, Texas 


PROFESSIONAL X-RAY 


AND 
CLINICAL LABORATORY 


507 Professional Bldg. . Phoenix, Arizona 


PHONE ALpine 3-4105 
AND 


MEDICAL CENTER X-RAY 


AND 
CLINICAL LABORATORY 


1313 North 2nd Street . 
PHONE ALpine 8-3484 


DIAGNOSTIC X-RAY — X-RAY THERAPY 
RADIUM THERAPY — CLINICAL PATHOLOGY 
TISSUE PATHOLOGY —ELECTROCARDIOGRAPHY 

BASAL METABOLISM 


R. Lee Foster, M. D., Director 
Martin L. List, M. D., Radiologist 
Diplomates of American Board of Radiology 
Lorel A, Stapley, M. D., Consultant Pathologist 


Phoenix, Arizona 


DECEMBER, 1957 
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for a spastic gut © 


conditions of abdominal 
viscera can be promptly relaxed with Trasentine®-Phenobarbital. 
It acts both on smooth muscle and parasympathetic nerves; it has 
a direct anesthetic effect on gastrointestinal mucosa; it calms the 
patient as a whole. You can prescribe Trasentine-Phenobarbital to 
alleviate pain and spasm in ulcers, colitis, cholecystitis, pyloro- 
spasm, ureteral colic or dysmenorrhea. Tablets (yellow, coated), 
each containing 50 mg. Trasentine® hydrochloride (adiphenine 
hydrochloride CIBA) and 20 mg. phenobarbital. C I B A Summit, N.J. 


SOUTHWESTERN MEDICINE 
Suite 700 Electric Building 
El Paso, Texas 
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